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ORAL 
ANTIBIOTIC 
FOR COMMON 
INFECTIONS 


Rovamycir ==! 


~~ y x 


Administered orally and comparable with existing antibiotics in its activity 
against Gram-positive organisms, ‘Rovamycin’ is remarkably well tolerated 
and has shown no toxicity. \t does not irritate the gastro-intestinal tract or 
upset the normal intestinal flora and consequently does not promote staphy- 
lococcal enteritis or candida infections 


INDICATIONS 


Infections due to Staphylococcus aureus; particularly those strains 
refractory to penicillin and notably in staphylococcal enteritis 
resulting from the use of “ broad spectrum ” antibiotics. 


2 Pneumococcal and streptococcal infections; particularly those of 
of the lungs, respiratory tract and middle ear. 

2 Infections of the lungs, respiratory tract 
and middie ear in which the causal 
organisms although wumnidentified are 

likely to be sensitive to spiramycin. 


3k Non-specific urethritis. 
2 Infections of the biliary tract due to 


MANUFACTURED BY ois Supplied in containers of 20 vablets cach 


containing mgm. spi ba 
MAY & BAKER LTD an MAB brand Medical Product 250 spiramycin base , 
Haine OU 4 UMAGA AOU RR i Ri AE RR 1 (AMD, 
prerarpurons: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM - ESSEX 





For contents of this issue see overieof 
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Combat the 


peptic ulcer triad with 
Collubarb tablets 


Each active constituent in COLLUBARB has a specific function in the 
treatment of dyspepsia, hyperacidity and peptic ulceration, and pro- 


vides effective symptomatic relief. 


HYPERCHLORHYDRIA 
ANXIETY TENSION 
HYPERMOTILITY 
Presentation 
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Aluminium Hydroxide 5 gr. (320 mg.) 
Phenobarbitone } gr. (16 mg.) 
Atropine Sulphate | /500 gr. (0.13 mg.) 


Cartons of 24 and i100 (film wrapped) 
Containers of 500 


EVANS EVANS MEDICAL SUPPLIES LTD., LIVERPOOL & LONDON 
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‘S olxpery 


Solupen’is our new quickly-writeen name for orysen lline 
penicillin g sodium salt and denotes soluble penicillin 
of the highest purity and potency. Also available - 


Solupen’ B apes 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 


SPFKE, LIVERPOOL I9. TELEPHONE HUNTS CROSS 127! 


Solupen’ is a registered trade mark, the property of the manufacturers PPHA 5AC 
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Spreading smooth and even . . . E{-Cortelan Skin Lotion 
hydrocortisone Glaxo) spreads over tender surfaces, swiftly, 
safely, effectively. It suppresses inflammation, exudation and 


allergic skin reactions, 


A little goes a long way. Most conditions ar 
adequately controlled by the 0.5°o Ef-Cortelan Lotior 
and, because it has superior spreading and penetrating 
qualities and brings hydrocortisone into more intimat« 
contact with the tissues, the lower strength is as effective 
as a 1% ointment. This, and the fact that only a little of 
the lotion is used, offers appreciable economic advan- 


tages. Ef-Cortelan Lotionis especially suitable for exten- 





sive, weeping surfaces and for application to the scalp 


GLAXO 


EF-CORTELAN sxx Lotion 


TRADE MARK 
0.5% and 1%, hydrocortisone alcohol in water-miscible base) in 20 cc. squeeze bottles 
ALSO FROM THE GLAXO CORTISONE RANGE. EF-CORTELAN SKIN OINTMENT NO. I (1% and 2$% 
hydrocortisone acetate in non-greasy base) : EF-CORTELAN SKIN OINTMENT NO. 2 (1% and 24% 


hydrocortisone acetate in greasy base). Both in 5 g. and 15 g. tubes; 50 g. jars 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 
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NEW... 


DISEASES OF THE CHEST 


By H. CORWIN HINSHAW, Clinical Professor of Medicine; and L. HENRY 
GARLAND, Clinical Professor of Radiology, at Stanford University 

727 pages 634 illustrations 105s 

A complete picture of to-day’s most effective techniques and procedures for man- 

aging the diseases and disorders of the chest. Particularly vital because of the new 


antibiotic drugs now available, the new advances in diagnostic radiology and the 
degree of safety with which to-day’s surgeons can explore the thoracic cavity 


1956 CURRENT THERAPY 
400 of the most effective treatments known to 
medical science to-day 
Edited by HOWARD F. CONN, M.D. 
632 pages 77s 
PATHOLOGIC PHYSIOLOGY 


By WILLIAM A. SODEMAN, Professor of Medicine, University of Missouri 


New (2nd) edition 963 pages 173 illustrations 91s 
ELECTROCARDIOGRAPHY 
By LOUIS WOLFF, Clinical Professor of Medicine, Harvard 
New (2nd) edition 342 pages 199 illustrations 49s 


THE NEUROSES IN CLINICAL PRACTICE 
By HENRY P. LAUGHLIN, Clinical Professor of Psychiatry, George 


Washington University 
802 pages 87s. 6d. 


Clinical Recognition and Management of 
DISTURBANCES OF BODY FLUIDS 


By JOHN H. BLAND, Professor of Medicine, University of Vermont 
New (2nd) edition 522 pages 109 illustrations 80s. 6d 


CHRISTOPHER’S TEXTBOOK OF SURGERY 


By LOYAL DAVIS, Chairman of Department of Surgery, Northwestern Universit) 
New (6th) edition 1,484 pages 1,359 illustrations 108s. 6d 


W. B. SAUNDERS COMPANY LTD. 
7 Grape Street, London, W.C.2 
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HENRY KIMPTON’S PUBLICATIONS 











New (3rd) Edition - Just Ready 





UROLOGICAL SURGERY 
By AUSTIN INGRAM DODSON, ™.D., F.A.C.S 
| Third Edition, revised and enlarged 
9} in. x 6} in. 868 Pages 664 Illustrations Cloth Price £7 10s. net 
New (2nd) Edition Just Ready 
DISEASES OF THE ENDOCRINE GLANDS 
By LOUIS J. SOFFER, M.D., F.A.C.P. 
Second Edition, revised 
9} in. x 64 in. 1032 Pages 102 Illustrations and 3 Coloured Plates Cloth Price £6 net 
New (5th) Edition Just Ready 
CLINICAL LABORATORY DIAGNOSIS 
By SAMUEL A. LEVINSON, M.S., M.D., Ph.D., & ROBERT P. McFATE, Ch.E., M.S., Ph.D 
Fifth Edition, revised and enlarged 
244 Illustrations and 13 Plates, |! in Colour 
94 in. x 64 in 1246 Pages Cloth Price 93s. 6d. net 
New Book Just Ready 
CLINICAL ELECTROCARDIOGRAPHY 


Part One : The Arrhythmias 
With an Atlas of Electrocardiograms 


By LOUIS N. KATZ, A.B., M.A., M.D., & ALFRED PICK, M.D 
10 in. x 7 in. 737 Pages 415 Illustrations Cloth Price £6 10s. net 
HENRY KIMPTON ~- 25 Bloomsbury Way - London, W.C.! 


Medical Book Department of Hirschfeld Brothers Ltd. 
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TO BE PUBLISHED THIS MONTH 


CANCER OF THE LUNG 
PATHOLOGY, DIAGNOSIS, AND TREATMENT 


By MILTON B. ROSENBLATT, M.D., and JAMES R. LISA, M.D 
With CHEVALIER L. JACKSON, G. N. PAPANICOLAOU, N. C. FOOT, 
J. M. CHAMBERLAIN, C. F. DANIELS and B. ROSWIT 
344 pages 143 illustrations 120s. net 


SORANUS’ GYNAECOLOGY 


Translated with an Introduction by 
OWSEI TEMKIN, M.D. 
With N, J. EASTMAN, L. EDELSTEIN and A. F. GUTTMACHER 
308 pages 2 illustrations 40s. net 





OXFORD UNIVERSITY PRESS 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 
Medical Superintendent—-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental! disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
atients, and certified patients of both sexes are received fa treatment. Careful clinical, biochemical, bacterio- 
logical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains 
special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &c. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


‘Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side YY the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside cha , or for longer periods. The Hospital has 
its own private bathing house on the seashore. ‘There is trout fis! ne in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 








ES Officially recognised by the World 
Health Organisation and included in its 
publication “ World Medical Periodicals.”’ 


The 


BRITISH 
JOURNAL 


MEDICAL 
HYPNOTISM 


H. K. LEWIS & Co. Ltd. 





BOOKSELLING DEPARTMENT 
Large stock of Textbooks and recent Litera- 
ture in all branches of Medicine and General 
Science. Catalogues on request 
FOREIGN DEPARTMENT 
Books not in stock obtained to order 
STATIONERY DEPARTMENT 
All students’ requisites. 
SECOND-HAND DEPARTMENT 
A constantly changing large stock of Books 
on Medicine, Science and Technology 
always available 
LENDING LIBRARY 
Medical and Scientific 
Annual Subscription, Town or Country 
from £1.17s.6d. 
Special terms to Students at the London and 
Provincial Medical Schools 





Editor: Dr. S. J. Van Pelt 











The Library includes all recent and standard 

Books in all branches of Medicine and Science, 

and is particularly useful to Societies, Students 
and Research Workers 


Prospectus post free on request 


H. K. LEWIS & Co. Ltd. 


136 Gower Street, London, W.C.! 
Telephone: EUSton 4282 (7 lines) 




















official organ of the 
British Society of Medical Hypnotists 
INFORMATIVE ARTICLES 
BY WORLD AUTHORITIES 


PUBLISHED QUARTERLY 
Subscription £1.1.0. p.a. post free 


Orders to:— 
4 VICTORIA TERRACE, HOVE, SUSSEX 
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The Largest Official Retailers exclusively for 
ROLLS-ROYCE and BENTLEY 








sack BARCLAY 


LIMITED 






BERKELEY SQ. LONDON, W.1 


(AE. 
F 
Telephone: Mayfair 7444 
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“My Daily Mail’ 


oe I PREFER to call the Daily Mail my ‘Fairy 
Godmother.’ You see, it published my 
first attempt at writing, and so I’ve had a 
soft spot in my heart for it ever since. 
I’ve taken it regularly for thirty-five years, 
imagine a week-day breakfast 
farmer, I just 


and cannot 
without it. 
haven’t time to wade through acres of news- 


Besides, as a 


print to find what I want, so the attractive 
lay-out and readable style of the Daily Mail 


at Dauntsey’s School 


| \grwes George Street — author, lecturer, 
broadcaster, and Moonraker —was born 
at Ditchampton Farm, Wilton, and educated 


As a young man spent 
four years in Western Canada, and has farmed 
in Wiltshire ever since. Published “ Farmer’s 
Glory” in 1932, and now has over twenty 
books to his credit. Hon. President Edinburgh 
University Agricultural Society, 1935. Loves 
farming, fishing, shooting, and cheerful con- 
tract bridge—in that order. Here he is at 


home at Mill Farm, South Newton, Salisbury. 


by A. G. STREET 


suit me fine. 

But what I like most is that the Daily Mail 
does live up to its description of ‘ Indepen- 
dent.’ Having given me the news, its views 
do hold the scales of justice with equal poise 
—between town and men and 
women, rich and poor, capital and labour, 
work and pleasure, my own country and 
others. In these days I find such a sense of 
proportion very refreshing indeed.” 


country, 
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SEOMINAL is primarily indicated 
and in mild or moderate degrees of hyper- 


tension. It induces a feeling of 

7 calmness and tranquillity without 
S uU Sta ] Nn ed drowsiness, and relieves symptoms such 
as dyspnoea, congestive headache and 
vertigo. The hypotensive effect of 


7 
lowering Seominal is gradual, and may not be 


apparent for some weeks. The initial 

f b] d dosage is usually two tablets daily, 
O OO later reduced to one or half a tablet 
daily. 


pressure 


Each tablet of Seominal contains 
‘Lumial’ gr. 1/6, theobromine gr. 5, 


reserpine (alkaloul of rauwolfia) 0.2 mg. 








Trade Mark 


:7:B45 8 PRODUCTS LIMITED 


Neville House, Eden Street, Kingston-on-Thames, Surrey. 


Export enquiries to: WINTHROP PRODUCTS LIMITED. 
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To Lessen the Fear of Mutilation.... 
Arrange for Prosthesis before Mastectomy 


The psychological hazards of mastectomy are generally recognised. A woman's fear 
of mutilation—of its effect on her appearance—is often as great as her fear of surgery 
itself. That is why arranging for the correct prosthetic replacement before surgery 
helps to minimize the psychic trauma —enabling the patient to face the adjustment 
period with more calm and assurance. 

The surgeon can prescribe Spencer Mastectomy Supports with complete confidence 
that they will meet both the medical and cosmetic indications. The reason: Each 
Spencer Breast Support and Breast Form is individually designed, cut, and made 
for each patient. 

Wherever support is indicated for breasts, back, abdomen—for women, men, children 
—you will find Spencer demonstrably superior. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Tel. 2265 ’ 
Branch Offices 

LONDON : 2 South Audley Street, W.1 Tel. : GROsvenor 4292 
MANCHESTER : 38a King Street, 2 Tel. : BLApkfriars 9075 
Hy ERPOOL : 79 Church Street, I Tel. : ROYal 4021 

LEEDS : Victoria Buildings, Park Cross Street, ! Tel. : Leeds 3-3082 

(Opposite Town Hall Steps) 

BRISTOL : 44a Queen's Road, 8 Tel. : Bristol 24801 
GLASGOW : 86 St. Vincent Street, C.2 Tel. : CENtral 3232 
EDINBURGH : Wa George Street, 2 Tel. : CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
Copyright supplied on request. 
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SILICONE 
VASOGEN 


The ONLY UNDILUTED* SILICONE-EMULSION 
Contains 20°, POLYDIMETHYLSILOXANE 


On application, the emulsion breaks down leaving an 
unbroken, non-greasy but water repellent film of silicone, 
*undiluted by other oils or fats. 


The extensive use of Silicone Vasogen in Hospitals' to 
control bedsores (and to save nurses’ time on ‘back 
rounds’) is a large scale example of its capacity to protect 
skin from irritants contained in water, aqueous liquids, 
body fluids, exudations, etc. 


Silicone Vasogen has been used with success in a large 
range of skin conditions, from the humble but trouble- 
some napkin rash? and sore nipples to colostomies and 
the skin around supra pubic wounds generally. 


IN 20 gm TUBES AND 500 gm JARS 
Samples are available for clinical trial 


LACTAGOL LTD. 


421 LONDON ROAD - MITCHAM - SURREY 


British Medical Journal, March 10, 1956 
British Medical Journal, May 19, 1956, 


“The Principles and Practice of Surgical Nursing” 
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infection 





against both: 


Neo-Cortef 


OINTMENT 


anti-inflammatory and anti-bacterial 


Containing both hydrocortisone and neomycin, Neo-Cortef Oint- 
ment simultaneously reduces inflammation and controls or pre. 
vents infection. With Neo-Cortef, good or excellent results are 
obtained in 77% to 86% of patients with atopic or contact derma- 
titis, infectious eczematoid dermatitis, pruritus ani and vulvae, 


neurodermatitis and other common dermatitides. 


N e 0 ns C 0 rtef ointment is supplied in 5 Gm. tubes 


Each gram contains 

Hydrocortisone acetate 10 mg. (1.0%) 
or 25 mg. (2.5%) 

Neomycin sulphate 5 mg 
equivalent to 3 meg. neomycin base 


* Treademar* 


UPJOHN OF ENGLAND LTD. 
4 Aldford Street, Park Lane. Lond wi Grosvenor S5¢ 
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penotrane 


RADE maRE 


PHENYLMERCURIC DINAPHTHYLMETHANE DISULPHONATE 





Progressive new therapy for 
ATHLETE’S FOOT, ringworm 
and other fungal infections 

: . Se: 


1 Penotrane has been shown in clinical pra 
to produce most rapid results and maxi: 


relicf. In tinea pedis particularly, the inci 































dence of relapses which is one of the 
troublesome factors, is greatly reduced (Pra 
tioner, 1956, 176, 670 Penotrane solutior 














should first be applied to the affected area 
then followed, after the solution has dried, | 


a liberal use of the dusting powder, especiall 








between the toes If continued appli atior 





the solution causes the tissues to become brittk 


and scaly, it should be replaced by the 





emollient Penotrane jelly 








SOLUTION Bottle § of 100, 500 
| and 2.000 C.c. 
| POWDER Polythene Insufflating Con- 
| tainers and 25 gm. Spr inkler Tins. 














WARD, BLENKINSOP & CO., LTD. 


YORK HOUSE, QUEEN SQUARE, LONDON, W.C.1 


lelephone: Holborn §992/6 (5 lines). "Grams: Duochem, Westcent, London 
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ORAL PREPARATIONS FOR 
THE TREATMENT OF 


DIABETES 


Considerable interest has been aroused by reports that certain 
chemical compounds can be used orally to treat some diabetic 
conditions and these reports will, naturally, raise great hopes 
in the minds of diabetics. 

The British Insulin Manufacturers have for some time been 
arranging extensive clinical trials in a limited number of 
centres in Great Britain to establish the safety of the products 
and the extent of their efficacy. 

Additional experimental material and information is now 
available for trial on a wider scale. Enquiries should be 


addressed to any of the following firms :— 


Allen & Hanburys Ltd. The British Drug Houses Ltd. 
Bethnal Green, London, E.2 Graham Street, City Road, London, N.1 
Boots Pure Drug Co. Ltd. Burroughs Wellcome & Co. 
Station Street, Nottingham 183-193, Euston Road, London, N.W.1 
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4 neutral, stable and soluble 


theophylline derivative 


, 


{mpoules, tablets and s 
{ctive and well tolerated by lout Or per rectum 


( yn pletely painle ss when in f intramuscular!) 
j } ‘ , ‘ ‘ ‘ efit te ‘ cf 4 i> 


Bron hr Ss Pasin C ardia Re nal Oedema 


Coronary Insufficiency 












































CONTINENTAL LABORATORIES LIMITED 
10! Great Russell Street, London, W.C./ 











’ ‘ 
4, . Ml / 4 
for DANDRUFF 
FORMULA 
| Cety! Alcoho i 
| Cetrimide B.P 1S6 SEBODERM contains 15.6 of CETRIMIDE B.P. the 
| Lanolin B.P quaternary ammonium compound that has been found to 


be most effective in the treatment of dandruff. Its regular 
use ensures complete control 

Lanolin is incorporated into the finely-emulsified base, thus 
ensuring freedom from scalp irritation 

In cases of Seborrhoeic dermatitis SEBODERM is an ex- 
tremely effective adjunctive treatment 





Literature and professional sample will gladly be sent on request 


_ SEBODERM . 


 CETRIMIDE sHAMPOOfP\ 


HL L 












PRIORY LABORATORIES LTD., PYRAMID WORKS. WEST DRAYTON, MIDDLESEX 
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LIL-LETS 


the new vaginal tampon without applicator 

















A tampon which has been successfully marketed LIL-LETS have these main advantages: 
on the Continent during the last five years has LIL-LETS seed ao apglicater. By inserting 
a the tampon with the fingers, the risk of 

now become widely accepted in this country bruising is eliminated 
under the name LIL-LETS. LIL-LETS assist personal hygiene. At 1/6 
: , a for 10 they are so much cheaper than other 
Following extensive clinical trials, LIL-LETS lending tempens thet women will be on 


have won the support of leading gynecological coumged to change them often. They avs 


easily carried about and easily disposed of 


opinion. Samples will gladly be sent to medical LIL-LETS are highly absorbent. They 
practitioners on request. | absorb almost ten times their own weight in 
moisture and swell sideways, not length 


ways. They are, therefore, really safe 


= LIL-LETS are ind-vidually wrapped. Each 
tampon is sealed inatransparent cover. There 
0.b. 





| is no risk of soiling or infection when it is 


carried loose 


SiN LILIA LTD LOMESHAYE MILI NELSON LANCS 


AMPHETONE- 


REGISTERED 





A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing 
the patient's sppetite, we consider Amphetone unique. it combines for 
the first time, Dexamphetamine Sulphate and Strychnine with Glycero 
phosphates and members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well-being, this 
being followed by the well-known tonic effects of the other medica 
ments. Clinical reports have been excellent 

FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain 
Strychnine Hydrochloride B.P., |/60 grain: Calcium Glycero- 
phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C 

2 grains: Aneurine Hydrochloride B.P., 1/30 grain: Nicotina- 

mide B.P. 1/4 grain: Riboflavine B.P. 1/60 grain: Syrup of 
Blackcurrant B.P.C., 2 fiuid drms. : Water, to |/2 fluid ounce 


POISON | / $4 


Available in bottles containing 10, 20, 40, and 80 fluid ounces. Professiona! 

prices 4/8, 8/10, 14/7 and 26/4 each. Samples available on request 

JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
In Association with J. C. Arnfield & Sons Ltd. London Stockists: May, 
Roberts & Co., Ltd., 47 Stamford Hill, London, N.16. Distributors for 
Northern Ireland : Messrs. Dobbin & Stewart, 47-49 Earl Street, Belfast 


WA! 
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Intramuscular Iron 





and the 








Anaemias of Infancy 


The value of Imferon in Nutritional Anaemia of Infancy and in the 
prophylaxis and treatment of Anaemia of Prematurity has recently been 
convincingly demonstrated 

* “There was obvious rapid clinical improvement in all cases as shown 


lour, 


by the return of appetite, change of disposition, improvement in co 
and gain in weight.” 


* “The daily rise in haemoglobin during the first two wecks after treat- 


ment was almost 1.5°,.’’"—Lancet, 1955, 2 700 
Imferon is the most practical and effective means of administering 

iron to infants who do not make progress on oral preparations. The 

increase in haemoglobin concentration is about 20°, in two weeks— 

more than can be achieved with any form of oral therapy. 

THE INDICATIONS FOR IMFERON IN INFANCY ARE: 

§ Nutritional anaemia in infants who do not make progress on oral iron. 

2 Nutritional anaemia in infants whose home conditions are poor and 
who would otherwise have to be admitted to hospital. 

3 The prophylaxis and treatment of anaemia of prematurit 

4 As an alternative in some cases to blood transfusion. 


FURTHER INFORMATION IS AVAILABLE ON REQUEST 
Imferon is issued in ampoules of 2ml. (100 mg. Fe) in boxes of 10 and 100. 


Imferon.. 


IRON- R COMPL 








BENGER LABORATORIES LIMITED - HOLMES CHAPEL +- CHESHIRE 
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NGER LA ‘ LIMITED - HOLMES CHAPEL HESHIR | ; T 
a ee 








Ee SCS | 


Topical oestrogen therapy * 





* for prompt stimulation of 


vaginal epithelium 


ee in postmenopausal vaginitis 

| . in atrophic vaginitis 
in pruritus vulvae 

in plastic pelvic surgery 


=a 
Ortho) 


Ow, 


Ortho Pharmaceutical Limited 
High Wycombe — England 
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16 years of clinical opinion 
supports the use of vaginal tampons 





+ 
oe 
+ 


healthy conditions 
are maintained and the risk 


of infection minimised 


Vaginal tampons, besides encouraging a greater sense of personal 
freedom, help to maintain optimum healthy conditions during the 
menstrual period. Over the past 16 years many research workers 
have found that tampons produce no appreciable change in the 
bacterial flora of the vagina. The vaginal pH and the glycogen 
content of the epithelial cells remain within normal limits (1-4 
One authority 1) found that the internal tampon does not act 
as an irritating foreign body and is in no way prejudicial to health. 
Another (2), investigating nurses between the ages of 18 and 21, 
came to the conclusion that tampons are suitable for use bv 
unmarried as well as married women. They give rise to no 
irritation or infection of the vagina or cervix, and help to avoid 
contamination by mic ro-organisms from the rectum 
Intelligently used, vaginal tampons represent a decided advance 


in feminine hygiene. They may be recommended with confidence. 





REFERENCES 
1. Br h Me r 952). 1. 24 3. ¢ We r 939). 46, 327 
2. West r r 3 943). 81. 150 4, Amer 943). 46. 259. 
" F ROA k rx 


ISSUED BY THE M AL DEPARTMENT. TA‘ 
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nitrofurazone 


is one of the nitrofurans, a new group of 
chemotherapeutic agents with a wide 


antibacterial spectrum 


The chief clinical use of ‘ Furacin’ is the treatment and prevention of 


infection in wounds, burns, ulcers, etc. 


Its outstanding features are that, being chemically unrelated to the 
antibiotics or the sulphonamides, cross 
resistance does not occur. Direct bacterial 
resistance to ‘Furacin’ also is rare, even 


with staphylococci. 


‘Furacin’ cam with advantage replace the antibiotics almost entirely in 


the local treatment of infection, thus 


} 


enabling these life-saving drugs to be 


reserved for systemic administration. 
infected lesions treated with ‘ Furacin’ tend to heal quickly because 


‘Furacin’ is harmless to human tissue 


Also ‘FURACIN’ SOLUBLE OINTMENT e ‘FURACIN’ SOLUTION e ‘FURACIN’ EAR DROPS 


Menley & James, Limited. Coldharbour Lane, London S.E.¢5 Telephone: BRI xton 7851 


rp76 (Col 
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? Davtime Sedation 
ih , ad without Hypnosis... 
o a > 
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- i) © ‘tovatin Rg 
TRADE MARK ‘ , 
i 


Formu a p-Duty Ithiodipheny l-metihry [-3- dimethyvlamin- 


thy! sulphide hydrochloride 


Every day in the waiting room there are patients who 
can benefit from Covatin, the new anti-anxiety drug 
Covatin can be prescribed with confidence—clinical 
trials have proved that it promotes tranquillity and 
release from tension without causing sleep or dulling 
alertness. It is particularly suited to the ambulatory 
patient, has no side effects and is not habit-forming 


INDICATIONS 


Anxiety and tension states, nervous disorders, de 
pression and restlessness. Tension due to high blood 


pressure, arteriosclerosis, or menopause, etc 


Packaging Dosage 

Available as The therapeutic 
dosage is | tablet 5 
times daily which 
tablets in bottles should be taken with 
of 50 and 500 ' food, if possible 


50 mg. sugar-coated 





C ‘ovatin 





William R. Warner & Co. Ltd., Power Road, 
lentes Wt 
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CONTROL OF OEDEMA 
| 
Bi im i 





























Oedema in cardiac patients can now be successfully controlled by Mer- 
cloran, a mercurial diuretic which is effective when given orally. Two to three 
Mercloran Emplets daily maintain a smooth oedema-free state and eliminate 
the ‘see-saw ‘effect of preparations given intermittently. Mercloran in most 
cases completely eliminates the need for injection. 

However, where it is deemed necessary to initiate treatment parenterally 


the chemically related compound, Mercardan, ts available. 


MERCLORAN..... 


(CHLORMERODRIN N.N.R.) 


EMPLETS: (enteric coated tablets) 


In bottles of 25 and 250 
AND MERCARDAN FOR PARENTERAL USI 
7 


) “ 
: fp): PARKE, DAVIS & Company, Limited 
ten” Tel. Hounslow 236! 


(inc U.S.A.) Hounslow, Middlesex 
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. 
drip therapy 
< 
. 
* 
in a tablet 
< <« 
Intragastric milk-alka drip therapy trials in three Continents * that 
first introduced by Winkelstein suc Nulacin Tablets, when allowed = to 
cessfully provides a means of giving con dissolve in the mouth, give continuous 
t sneutralizationofgastricacidity neutralization of gastric acidity. 
Nulaci Pablets Uinhicg uae * in the Nulac in is available thro iwhout th 
( position of milk solids and ant British Commonwealth. in the U.S.A 
il suitable combination and and many other countries. It is known 
proportions. give effective and most as Nulactin in Canada and Swede 
Cul ement control of vastri acidity, Nulacin Tablets which can be pre 
It has been confirmed by clinical scribed on E.C.10. are manufactured by 


Horlicks Limited, Pharmaceutical Division, Slough, Bucks 


Oe Oye Oe By 





International Congress of Gastroenterology 
Stand No. 5, Roval College of Surgeons, London 


ry oft irs eX f J.AM.A., 1954, 1: 183-184 
1942. 120 743 li, nical Investigatio into the A 
. eft 


t of 
] ica of tl drip method im the Antacids Ti Pract er, July, 1954, 
reduction of gast aciadit | J. Digest. 173 16 
] 1942, 9: 332 ll. Management of Peptic Ulceratio 
4. TI Contre of Gast: Acicdit Brit General Practice. Mé i . August, 1954, 
Med. J., 26th July, 1952, 2 : 180-182 81 : 591-601 


Medical Treatment of Peptic cer Ve 12. Ambulatory Continuous Drip Method 
Press, 27th February, 1952, 227 : 195-199 the Treatment of Peptic Uleer. Amer. J. Dig 
6. Discussion o Peptic Ulceration, Pro Dis., March, 1955, 22 : 67-71 

, . , 


R S V May. 1953, 46 : 354 3. Notes on Remedial Agents, Med. R 
ao 2 Effect on Gast Acid of “Nulaci October, 1955, 49 : 142 

Tablets Med J Aust., 28th November, 14. Antacidsin Peptie Uleer. The P 
1953, 2 : 823-824 January, 1956, 176: 103 
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Resfo ation of Repose : | 
EQUANI 


MEPRO BAMATE) 


an outstanding new drug to lessen tension, reduce 
irritability and restlessness, and to produce more 


restful sleep and generalized muscular relaxation 


Supplies: Bottles of 20 and 250 x 400 mgm. tablets 


wage ~ 
i. 


The word ‘Equanil’ ts a registered tradgge 


JOHN WYETH *« BROTHE sO 
Cliftongiiny e, E yn Road, I 
—_ 


* 
> 
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New, Safe, Powerful Tranquillizer... 


With these important advantages :— 


Selective action in anxiety and tension states 

Valuable sedative, hypnotic and muscle-relaxing properties ... 
Absence of toxicity .. . negligible side effects 

Relaxes the patient for natural sleep without narcosis 

Muscle relaxant in muscle spasm, pain and stiffness 

Has no specific effect on blood pressure 


No influence on autonomic regulatory mechanisms 





methyl-2-n-propyl-1, 3 propanediol 


yi 1h. Owhl dicarbamate) is supplied in tablets of 
. for oral use. Bottles of 50 


400 mg. 











LEDERLE LABORATORIES DIVISION 
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presents 





MEPROBAMATE 





of far-reaching value in medical practice 


Laboratory and clinical trials show Mittown to be the most remarkable tranquilli7ing 
drug vet discovered. Published reports on its mitial success have been followed by its 
widespread adoption by doctors throughout America for restoring tranquillity in 


tension states, anxiety, stress and allied conditions. Mucrown is now made available 


in Great Britain by Leder 
Its value in the above conditions is due toan easing of the patient’s anxiety and 
tension. a lowering of irritability and its pronounced muscle relaxant action. It calms 
the patient for natural sleep. It has given a high proportion of good results in terms 
ol rehef of symptoms and a retur' to so« ial productivity It has proved effective in 
patients who have failed to respond to barbiturates and other conventional tranquillizers, 
Muittown is fully active by mouth, shows a significent absence of toxicity and almost 
complete freedom from side effects Among the conditions in which it has given good 
results are: tension states, menstrual stress, tension headache, alcoholism, behaviow 
problems in children, hysteria and depression. In neuropsychiatric cases it has 
diol restored or improved patients who were delusioned, assaultive, noisy, disoriented and 
; of 
50 hallucinated. °Trade Mark 


»N (yanamid PRODUCTS LTD LONDON, w.c.2. 
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A New 
ASTHMA ., 
THERAPY ‘=| 


de 


= . inh 
a > 
ro 
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SPEEDY AND LONG LASTING 
ACTION COMBINED 


The “two-phase” therapy provided by ISO-BRONCHISAN sets new 
standards of efficiency in asthma control. Outer layer of the tablets consists 
of Isopropyl-Nor-Adrenaline—a potent bronchodilator well absorbed by the 
sublingual route. When the tablet is placed under the tongue, this layer 
dissolves and symptoms are promptly relieved. Swallowing of the tablet’s 
nucleus presents its content of Ephedrine and Theophylline for slow absorption 
by the alimentary route—so maintaining and prolonging the antispasmodic 
action on the bronchial smooth muscle. 

Each tablet contains Isopropyl - Nor -Adren- 
aline (Isoprenaline) sulphate gr. 4; Ephedrine 


hydrochlor gr. 2/5; Theophylline gr. 2. In 
IMMEDIATE RELIEF tubes of 20 tablets and bottles of 100 tablets 





—_ ISO - BRONCHISAN 


PROLONGED ACTION 
Prescribable on Form E.C. 10 





Silten Limited ¢ Silten House ¢ Hatfield * Herts -* England 
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reducing the risk 
of reducing... 








PRELUDIN 


* PRELUDIN —the appetite controlling 
agent that does not raise the blood pressure 


PRELUDIN yecau it has 1 gnificant effect on 

Lf 4 I ste I i . ’ 

i i at i i 

ca i lal or H 

i im is a pow Ipp 

ri re ne ipp it ik v i 
habit, and contre { ntak the 

It enables the patient to lose weig i an \ 
mental strain by strengthening adherence to a prescribed 
diet. PRELUDIN does not create excessive mental stimulation 
It is the prescription of choice in all cas 

especially those with cardiovascular disorders because it 
reduces the risk of reducing 

Preludin— the safe prescription for obesity 

a / I P Lid., Folkestone, Ken 


C. H. Boehringer Sohn, Ingelheim am Rhein 


Revistered propriet 


*Reed. Trade Mark 
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Relief of 
Rheumatic Pain in 
General Practice 


1 Large dose aspirin toxicity overcome 






All forms of rheumatism car iow be 
relieved promptly by massive aspirin 
dosage without fear of toxicu Berex 
formulation of aspirin (3:7 gr.) and calcnum 
succinate (2°8 gr.) overcomes this problem 
Patients can safely administer the drug 
themselves. Supervision ts ecessal 


2 Side-effects fewer and milder 


Even after prolonged dosage, Berex pro- 
duces no toxic effects. Prothrombin level 
iS maintained; there is no hemorrhagic 
tendency.* Prolonged relief can be enjoyed 
in safety. The patient reduces the initial 
high dosage as soon as pain diminishes 
Side effects, if present, are fewer, milder 


3 Encourages tissue respiration 

Experimentally, by Warburg test, it has been 
shown thatthe inhibitory action of salicylate 
on tissue respiration is completely offset 
when it is combined with succinate 
Succinate encourages cellular respiration 
and stimulates the respiratory enzyme 
systems. It is to this stimulating action that 
the beneficial effect of succinate ts attributed 





* \ b» , os ne . aonesal 
rle € , f 68& da of st rate au ‘ 
The resul lso show that this succinat fe 
rm r mbine fe ne thea per 

mitting wide use both for treatment and maintenance 
ithou COXCE € Supe , qua maar 
ther form f ther 





PROMPT RELIEF of all rheumatic pains ty 
massive as{irin dosage is now made sofe 
by the Berex succinate-ast formulation 

t the 


Prolonged dosage does not lower pro 
Trede Merk thrombin leve ond joes not therefore 


produce hemorrhagic tendency 


FOR PROMPT RELIEF OF PAIN FORMULA: Calcium succinate 2.8 gr., acetyl- 


salicylic acid 3.7 gr 
— IN TABLET FORM: basic N.H-S. price, 4 84d 
ASSOCIATED WITH 100 tablets: 24 3d. — 600 tablets 


ALL FORMS OF RHEUMATISM Berex has never been advertised to the public 
yo 


MEDICAL DEPARTMENT: CLINOD PHARMACEUTICALS LTD., 
BELVUE ROAD, NORTHOLT RFENSORD, 4 FSEX 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets Reagent Tablets 
for the detection of Glycosuria for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists,General Practitioners.Clinicsand acetone tests can be carried out simultane- 
Hospitals in all parts of the country have = ous/y in one minute! 








used and prescribed °*Clinitest’ Reagent epow wee eeoeeeoeooee] 
Tablets since 1947. Many valuable hours | f 
have been saved. Now after intensive re- | The advantages 0 | 
search work and clinical trials the makers of ACETEST | 
*Clinitest Reagent Tablets have produced | 
* Acetest" Reagent Tablets for the detection | Reagent Tablets | 
of Ketonuria. With * Clinitest ‘and ‘Acetest * | Quick and reliable, a single tablet provides all! | 
Reagent Tablets, reliable routine sugar and | the reagents to perform a test. Low cost 
permits this tablet test to be used asascreening =| 
| procedure or as a routine for diabetic patients 
No danger of false positives with normal urine | 
| No caustic reagents | 
| TO PERFORM A TEST: " 
| 1 Put I drop of urine on tablet. i 
| 2 Take reading at 30 seconds. 
Compare tablet to colour 1 
| chart provided. | 
3 Record results as negative, 
| trace, moderate or strongly ! 
| positive r 
Supplied in bottle ¥ 100 
| tablets with colour scale | 
| * Acetest Reagent Tablets | 
diagnostic nitroprusside tabs.) 
| are also available under the I 
= | NHS » Form E.C.10 | 
Basic Drug Tariff price 3/10 
CLINITEST | co enn a te wee 
| (with colour scale) | 
No external heating - No measuring of reagents 
| REFERENCES I 
Approved by the Medical Advisory Commit- ; 
tee of the Diabetic Association. The | a ay yee Ge Rmoens, | 
rr . . ancetl vr if, . 
Clinitest* set, refills and accessories are all | ne re ” | 
available under the N.H.S. on Form E.C.10. = a mg | ~ Seed ; 
Basic Drug Tariff Prices: Set 6'8 complete. | 1984) <P ; cs a eect 
> ( ) ractical inical : 
Refill bottles of 36 tablets 2'4 | - vate r “ri need | 
a) ya | 1954) ‘Clinica! Tests for Ketonuria’, | 
| | wh on) Lancet’, July 10th, p. 95 
Hi | | 
an 
| Leeweweweee2eewaeee eowa J 


ro | 


THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, W.1. Tel: REG $32! 
Orders for Ames Products should contin 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices 


ue to be sent 


to the sole distributors for United K 


DON S. MOMAND LTD. 
58 Albany St., London, NWI 
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DILACOL | tablets 





for the common cold 


have been classified in 





CATEGORY 4. 





and are prescribable on 


N.H.S. form E.c.10 


Each Dilacol tablet contains Perdilatal |-(p-hydroxypheny!)-2-(1 ‘mety phenyl-pro- 
pylamino)-propano'-(!) hydrochloride Sr £ 

Propy!l salicylamide 60.0 mg 

Quinine hydrochloride 50.0 mg 

Dose | to 2tablets every 4 hours (max mum of B tablets per day 

Cost Daily cost of treatment at basic N.H.S price | Id. approx 

Availability Carton 24 tablets (individually wrapped in strips of 6) 


Carton 480 tablets (individually wrapped in strips of 8) 


D.spensary container 500 tablets 


Dilacol was classified by the Standing Joint Committee on the 
Classification of Proprietary Preparations in February, 1956 
Members of the medical profession are invited to write for details to: 
Smith & Nephew Limited, Welwyn Garden City, Herts 
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—— —— —_____—— — — 
sedation 
Each tablet nfains ‘De vedrine’ § mg., any low 
barbitone 72 mg. (gr ; acetylsalicylic acid 
fr 160 mg. (gr. 24) ; phenacetin 160 mg. (gr. 2 


\ 
(QID) SMITH KLINE & FRENCH 
Represented by MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 Te BRixton 7851) 
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treatment 





hay fever... 








(thenophenopiperidine tartrate) 





SANDOSTEN (thenophenopiperidine 
tartrate) is a powerful new antagonist of both 
histamine and acetylcholine and is highly effective in 
allergic disorders. The combination with 
CALCIUM—SANDOZ results in a potentiation of effects 
on cellular and capillary permeability and has been found to 














be effective in many cases which do not respond to 
either of the constituents alone 


Literature and samples are available on request 


~ 
S SANDOZ PRODUCTS LIMITED 
SANDOZ 


134 WIGMORE STREET LONDON W.!1 
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Cheyne-Stokes 
Respiration 


Cardiac failure 
Bronchospasm 


Oedema 





A CLEAR CASE FOR ARDOPHYLIN IT IS PRESENTED in tablets, supp 
Best known and most widely used of tories, and ampoules for intraven 
the purine derivatives, Cardophylin and intramuscular administra 
is tl irug Ww h mbines four 
methods of treating heart failure. It FULI ESC! E LITERA 
is a respiratory stimulant; it con- * is availabl and a al I 
trols bronchospasm; it increases 1 formation Service is alwa at 
coronary flow; and it is a diuretic your disposal 

™~, 





LINE—ETHYLENE—OlAMINE Rode 
er 
a 
BENGER 
Manufactured by WHIFFEN & SON LIMITED and distributed by 
r 


BENGER LABORATORIES LIMITED HOLMES CHAPEI CHESHIRE } 
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INTRAVENOUS THERAPY may often 


be difficult owing to the inaccessibility 


of suitable veins or the restlessness of 


the child. Subcutaneous administra- 
tion must be undertaken. 

A CLEAR CASE FOR ‘HYALASE’, the 
enzyme hyaluronidase 

*“Hyalase’ enhances the spread and 
absorption of fluids given by the 
subcutaneous route. Large 


volumes of solutions, such 





4.6 


A. ~ is always at your disposal. 


(UPPER) Without Hyalase (LOWER) With Hya ‘ 


as glucose, sodium chloride, etc., 
can be given quickly and painlessly, 
by this method. ‘Hyalase’ may be 
injected into the site, or injected 
through the tubing of the giving-set 
at the commencement of infusion. 

FULLY DESCRIPTIVE LITERATURE, 
containing new and interesting uses 
for ‘Hyalase’, is available and a 


7 Technical Information Service 


go 








j 
nc 
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PABRAGORT 


(HYDROCORTISONE SNUFF) 











FOR HAY FEVER 


REFERENCES Lancet (19 


Packings: Pabracort outfit. (Comprising 10 capsules and insufflator) Capsules: 10, 25 and 100 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, ENGLAND 
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a positive advance 
in theophylline therapy 


ETO 
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@ A pure chemical compound 
theophylline ethanoate of piperazine 


@ Soluble{— Stable Neutral 
@ Seven times less toxic than theophylline itself 


@ Freely tolerated orally for long-term therapy without 
nausea, vomiting or gastric disturbance 


@ Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


PHYLATE 


Clinical reports and samples gladly sent on) ‘request 


Presentation: Tablets, 250 mg., in bottles of 25, 100 and 500 
Suppositories, 500 mg., in boxes of 12 and 144 
Ampoules, 500 mg. in_5 cc.,’ in boxes of S_and 50 


Etophylate is also available with phenobarbitone and papaverine 


RONA LABORATORIES 
12-13 Molyneux Street, London, W.! AMBassador 4437 
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Anew anti-inflammatory 
and arli-pruritic agent 
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BIOSONE G.A. OINTMENTS contain 2 of the derma 


tologically active isomers of Glycyrrhetinic Acid which 








|| Hie 
> 
a 


when applied to the skin, has an action resembling that of 
HYDROCORTISONE (B.M.J. Dec. tog5, p. igo 
coon 








It is true that no other cheese is like 
St. Ivel, not only is this because no other 
cheese has the delicious cheddar flavour 
and creamy texture, but also because it 
is the only cheese containing Lactobacilli 
in active form. 

The reason for this is that instead of 
using an ordinary cheese starter of lactic 
strepto-cocci, a culture of specially - 
selected strains of Lactobacilli is used: 
The cultures are maintained by pro- : 
fessional bacteriologists with specialised a nee ° lacaocnteaana 
knowledge of bacterial selection and 
genetics, Available in SPECIALLY FORMULATED BASES whict 

Great importance is attached to this take into account the sensitive nature of G.A 
aspect and to the nutritional require- —_ a : . . ' 
ome of the Lactobacilli so as to = BIOSONE G.A. OINTMENT (GREASY) 
tain the activity of the culture in the BIOSONE G.A. Ointment (NON-GREASY) 


cheese after manufacture, and to ensure M ‘ anid 
maximum therapeutic value. BIOSONE G.A Ointment with NEOMYCIN 


Special hospital packs available. FREELY PRESCRIBABLE ON E.C.10 


Communications should be BIOSONE G.A. is INEXPENSIVE 1} vanes vith 
addressed to The Director, liiiecen uid em enmabe ep tecd vention te 
Central Laboratory, been reported 


Aplin & Barrett 
BIOSONE G.A. OINTMENTS 


Ltd., Yeovil, 
m " 
Semerest The FIRST CHOICE in the 
treatment of DERMATOSES 


Pack: 2¢ gm. tube 


Samples and literature available on request 
Distributed by 


(MARKETING) LTD 








Research and manufacture by BIOREX LABORATORIES LTD 
47/¢1 Exmouth Street (Mkt.), Rosebery Avenue, London, F.¢ 


FRESH UP FROM SOMERSET Machapess Whois nie: soo 
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SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE tablets 


CONTAINING IN 


The rational, symptomatic | °%."“!*°. 


Ephedrine } grain 


lheobromine } grain 


remedy for bronchial spasm in | een = 


Calcium gluconate } grain 


THIS EPARATION IS NOT ADVERTISED TO THE GENERAL PUBLIC 





EPHAZONE LTD 59 BROOK STREET, LONDON, W.I 


Telephone: MAyfair 5496 


Teamwork in surgery 


























Behind the smali, highly trained 
team in the operating theatre, there 
stands another team, trained for 
different work, but equally pains- 
taking, enthusiastic and accurate 
This supporting team produces 
the equipment which makes modern 
operative techniques possible. And 
scalpels are an important item of 
this equipment. Every Swann- 
Morton scalpel blade is individually 
inspected, each of the traditional 
shapes identical to pattern, perfectly 
tempered, ground and finished 
Produced in a model factory in 
Sheffield, Swann- Morton blades are 
in growing demand all over the 
world 


Swawn-Motten 


SURGICAL BLADES AND HANDLES 


3 types of handle 
11 traditional shapes of blade 


Order from your usva! wholesale 


W. R. Swann & Co. Ltd., Sheffield 6, England 


4ttta 
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BRAND ALKALOID HYDROCHLORIDES QZ 
OF RAUWOLFIA SERPENTINA YW 
Z 
Zs, 
A new concept of therapy for psoriasis and other ZZ 
Sm ~~ 
intractable skin disorders. According to recent BF hh, 
EE 
reports | % % * 5 extremely encouraging results have Z tj 
Z J 
. za o 
been obtained from Rauwolfia therapy in psoriasis, Z ZG 
. Zea FOL, 
and * Rauwiloid’ is well worthy of a trial. 22 
; Zz 
ZZ 
; : ex 2 
RAUWILOID is the most satisfactory form of S Zw 
A 
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in Barbiturate Poisoning 

““ MEGIMIDE ” is “a barbiturate antagonist of real clinical worth. 
To omit to use it in the treatment of barbiturate poisoning is to run 
the risk of the broncho-pneumonia that is so often fatal in these 
eases.”” (Lancet, 1955, i, 181.) 

“DAPTAZOLE,” itself a weak barbiturate antagonist, enhances the 
action of “* Megimide.” 

“ Megimide ” and “ Daptazole ” administered together intravenously 
ensure safe, quick recovery from barbiturate intoxication without the 
risk of convulsions and secondary depression which often follow the 


use of other central analeptics. 


BLEGIMI DOSE 


in Barbiturate Anaesthesia 
“ MEGIMIDE”™ is of value to lighten or terminate the anaesthesia 


of patients under the influence of barbiturate anaesthctics 


Re ER RMR RATE 


A. & G. NICHOLAS LTD. ETHICAL PHARMACEUTICALS 
A TT 
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DAPTAZOTL.E 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of “Daptazole” and 
Morphine published in the “British Medical Journal” of 21st 
January, 1956, confirms that the administration of “Daptazole”’ 
with large doses of Morphine results in the alleviation of the 
intractable pain of terminal carcinoma. 


** Administration of large amounts of morphine 


In this paper 


! 

| 

| without respiratory depression, narcosis or 
the results of the | 


, . depression of the cough reflex; amiphenazole 
treatment in 12 P & P 

cases are described apparently prevents the onset of any marked 
and the main advan- 


tages of the combina- 


tolerance to morphine, and possesses a Central 
nervous stimulant action of the caffeine type 


tion summarized 


shass °— and treated cases have a bright mental out- 


look under otherwise hopeless conditions.” 
“MEGIMIDE " and * DAPTAZOLE ™ are freely prescribable unter N.H.S 


Further information and literature available to the medical profession 
on request from the manufacturers, 


a. & Gc. NICHOLAS utp 


ee 


SLOUGH, BUCKS. Telephone : Slough 22381/5 
See 
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COSTIVE CHARACTER 


Remember Edith? 


: . she’s still as edentulous as ever, for her lower alveoli 
have absorbed to the point where nothing will seat. So she 
avoids like the plague any roughage foods, no matter how 
good they may be for her bowels. But both she and 
her constipation are seen in the surgery far less often, tor 
now she takes a small daily dose of PETROLAGAR Plain 
(blue label). 

PETROLAGAR is composed of 25° mineral oil emulsified 
with certain bulk and miadefaction-retaining substances 
Mixing intimately with the intestinal contents, it helps to 
make up the deficiency in 
moisture and mass, restoring a 
natural consistency to the fxces. 





Petrolagar Emulsion is provided 
im two varieties to meet individual 
— a needs. Plain, for the average case 
P E I ROLAGAR of sample and spastr nslipation 

and with Phenolphihalem for 


obstinate and chromic cases 


om : oe, 
. . . Supplied in 8-ounce and 1 0-ounce 
Fi bottles 
S 


The word Petrolagar ’ is the registered trade mark o, 














JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, N.W.1 


MARMITE 


yeast extract 

is a useful adjunct in certain 
special diets where the B vita- 
mins are particularly needed. 





In restricted diets, such as reducing and 
diabetic diets, some foods that supply the B vitamins are only 
allowed in limited quantities and another source of these 
vitamins must be introduced. 


Marmite yeast extract supplies |.5 mg. per 
oz. of riboflavin and 16.5 mg. per oz. of nicotinic acid and also 
the less well known B, factors. Its carbohydrate content is 
negligible and it is therefore of special value for inclusion in 
diabetic diets. 

Obtainable from Chemists and Grocers 


Special terms for packs for hospitals, welfare centres and schools 
Literoture on request 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, €E.C.3 
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RHEUMATISM 


and kindred ailments. 


Harrogate, the largest Spa in Great Britain, 
is actively engaged in providing all types 
of physical treatment in connection with 
the rheumatic diseases and all types of . 
physical rehabilitation. Extensive altera- 

tions have taken place, including the oO 

equipment of the BP > 9 oem with DEEP VAL XYLI N 
POOL THERAPY, medical gymnastic facili- a 
ties and occupational therapy. 


Whole liver extract 
HAR ROGATE SPA pare a with vitamin Bi2 


Treats both private patients under its 
All-inclusive Treatment Scheme, and 





























National Health patients. For the treatment of 

Medical enquiries as to cost, and how free pernicious anaemia with 

treatment under the National Health Service 

can be obtained, will be welcomed by— or without neurological 
C. ROBERTS, MANAGER - SECTION 3 manifestations and for 
The Royal Baths those other types of 
HARROGATE macrocytic anaemia 





which also respond to 
liver therapy. For sprue 


The safest and best and as a general tonic. 
preparation of opium 


on request. 


Literature and prices 





Nepenthe contains all the constituents of opium 
and has been prescribed for over 100 years. It 

has been found by generations of Practitioners 

to be the best preparation of Opium as it does 

mot cause the unpleasant after-effects usually | 

attributed to opiates. It can be given over a AN 





| considerable pericd and the effect remains 
invariably constan« 

Packed in 2oz., 4-oz., 8-oz. and 16-oz. bottles 
and for injection in 4-oz, rubber-capped bortics 
sterile, ready for use 


NEPERTHE 


FERRIS & COLTD 


BRISTOL 


OXOID 
PRODUCT 





Telephone 21 34 Telegrams FERRIS BRISTO! 


OXO LTD (Medical Dept.) 
Thames House, London, E.C.4 Tel. CENtral 978! 
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“Im actually enjoying Interest 
this soft diet. doctor!” 





Few patients like the idea of a soft diet. But 
they'll cheer up and take an interest when 
you tell them about Heinz Strained Focds. 

These ready-to-serve, appetizing foods 
contain no spices or strong-flavoured 
seasonings. They are just freshly gathered 
fruits and vegetables, and choice meats, 
cooked to retain the maximum flavour and 
nutritional values. The scientific care that 
goes into them makes them better than most 
home-prepared diets. The exact nutritional 
values of each variety of Heinz Strained 
Foods are set out in a special booklet. Please 
write for a free copy. 

There are 19 varieties from which soft 
diets can be planned, including soups, meat 
broths, vegetables, fruits and cereal. A full 
list is given in the special booklet. 

For hospital use, Heinz Strained Foods 
are obtainable in 15}-oz. cans from the usual 
suppliers, or direct from H. J. Heinz Com- 
pany Ltd., Harlesden, London N.W.10. 


“HEINZ 
Strained Foods 


make a soft diet interesting 


Increased 


Rate 
oO 





4 fo 
Invest today with 


HASTINGS and THANET 
BUILDING SOCIETY 


Any amount from £1 to £5,000 may be invested 
Income Tax is borne by the Society and the 
dividend compares with a gross yield of £5.13.0 
per cent. where the investor is liable to tax at 
the full standard rate. Regular savers earn 
3¢ per cent. net— limit £10 a month. There is 
nv depreciation of capital and excellent with 
drawal! facilities are available 

Please call or write for a copy of our booklet 
* Profitable Investment.” 


Hastings and Thanet 


BUILDING SOCIETY 





Established over 1/00 years 


Assets £20,000,000 

29-31 Havelock Rd., Hastings 

99 Baker St., London, W.! 

3-4 Cecil St., Margate 4 St. George's Place, Canterbury 

41 Fishergete, Preston 83 Mosley Street, Manchester, 2 
111 New Street, Birmingham, 2 


Reserve Strength ¢/ ,000,COl 
46 Queen St., Ramsgate 
41 Catherine Sc., Salisbury 








| You should 





bank with the 


Westminster 








Westminster Bank Limited 
Head Office: 41 Lothbury 
London, E.C.2 
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Aspi rn 


and 
Ulcee r 


Aspirin IS a SCr1IOUS gastric Irritant, particularly In peptic ulcer patients 





“Calcium aspirin does not have this irritant action unless it has deterior- 


ted through standing, and it can be used with impunity, especially if 


prescribed in soluble form. This simple measure would, in our opinion, 


cut down significantly the incidence of hamatemesis and exacerbation 


ot ulcer symptoms.” 
British Medical Journal, July 2nd 1955 


SOLPRIN provides calcium aspirin in pur d stable form 
CcCoDIS is a4 compound tablet that provid deine and 
pi | oft th 


nacetm and calcium } pla 


ordinary aspirin in Tab. Cod 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULI « . PHARMACEUTICAL DEPT., HULI 
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Indispensable Iron 
PrastTuLes Haematinic Compound 
contains indispensable iron in a torm most 


readily used by the blood-prod oy 
cells of the body 

PLASTULES Compound consists of 
palatable gelatinous capsules whose 
dissolution in the lumen of the stomach 
releases the ferrous salt for easy 
absorption and utilisation 

PLaAstTuLes Hamatinic Compound is 


indicated in all anamias due to iron 





day should ensure a steady increase in 


hemoglobin until the normal blood 


P L A S T u L E S level is regained 


H.EMATINIC COMPOUND PLastuLes Capsules are presented in 


[Yager | and with Folic Acid 


The word * Plastules’ is a registered trade mark of 


three varieties : Plain, with Liver Extract 


JOHN WYETH & BROTHER LIMITED, Clifion House, Euston Road, London, N.W 


ASTHMA 
Instant relief, / 


Ever increasing numbers of medical men 
are relying on Rybarvin Inhalant to combat 
bronchospasm. The Ministry of Health 
having agreed to the prices of Rybar 
asthma inhalants, Rybarvin can be freely 
prescribed. 


RYBARVIN brings relief. Consistently, often 
spectacularly, attacks are cut short and their 
frequency lesssened. Free from excess acid, 
non-irritant and non-habit-forming it is an 


Rybarvin Formula 
Pituitary Extract. Posterior 


- and Anterior Lobe 040% wiv 

ideal inhalant for all asthmatics young and old. Methylatropine Nitrate 014% wiv 
Papaverine .. 008°, wiv 

Adrenaline . 040°, w/v 

RYBAR INHALER has been specially Ethyl Para-aminobenzoate = .. 020% w/v 


. Iso-buty! Para- 
designed for aerosol therapy. aminobenzoate .. .. .. .. @01% wiv 


Other RYBAR Products for asthma include RYBAREX 
Inhalant for cases complicated by Bronchitis and 
RYBRONSOL Powder, an ideal sedative. All, including 
the Inhaler, may be prescribed on N.H.S. Form E.C.10. 


4 TANKERTON - KEN 


Samples and details of trial outfits forwarded on request. 





deficiency, and two or three capsules eac! 
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Xylocaine 


Viscous 





for upper gastrointestinal 


surface anaesthesia 


XYLOCAINE VISCOUS: Bol 


/ H } BLP A 
Surface anesthesia is obtained with X aine \ 
the asur testinal tract from the moutl 
in din tl t of th i ! 
i tion 1 G to for t i ra 

has a low et ! e tension | d a 

, i 1} } lron 

ri i and t 

tl f t phar before istt 

r br I licat for XN " \ 


DUNCAN, FLOCKHART & CO., 


Hol IN« 4 ( 


| DINBURGH, & LONDON, VW 


LTD. 


I 
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DIGITOXIN with AMINOPHYLLINE 


Digitoxin 0.05 mg 
Amunophylline 50.0 mg 





For rapid digitalisation with increased diuresis in 
Congestive heart failure Cardiac asthma 
Auricular flutter Auricular fibrillation 





Distributors 


THE ANGLO-FRENCH \DRUG CO. LTD. 1:-1:2 GuiLForD STREET. LONDON, we! 





\\ ... the virtues of LUCOZADE 


—~d Doctor judges Lucozade from two viewpoints. He agrees 

















with its use in the sickroom. He also finds it a most 
palatable drink. This palatability of Lucozade provides 

a long-sought answer to a long-standing problem 

P acceptability. The subtle balance between flavour, 
sparkle and liquid glucose content provides nourishment 
na torm acceptable even to the feeblest digestion ; 
nourishment retained and assimilated. Bedside 
lockers bear testimony to the confidence it 
inspires. And many doctors have discovered tor 
themselves the virtues of a glass of Lucozade 


after a hard round of work 


LUCOZADE 


the sparkling glucose drink 


REPLACES LOST ENERGY 
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What is Choledyl ? | 


Choledyl (choline theophyllin- 
ate), is a completely new 
approach to oral theophylline 
therapy. It is a stable, true, 
chemical compound. Choledyl 








is clinically superior to oral am- 
. : ‘ 
i inophylline and provides a pre- | 
of Choledyl therapy  dictable therapeutic response. 


The main advantages 
























o wa COMPARISON OF THEOPHYLLINE BLOOD 
@ FIVE TIMES LEVELS FOLLOWING A SINGLE ORAL DOSE OF 
MORE SOLUBLE 800 mg. CHOLEDYL AND FOLLOWING A SINGLE 
@ RELATIVELY FREE g'° | 
FROM SIDE-EFFECTS % LO CHOLEDYL | 
@ HIGH THEOPHYLLINE Bost Me nett Onenea 
BLOOD LEVELS g 
| 4 4. 4 J 
| @ AVOIDS TENDENCY TO 3° soo wo 240] | 
DEVELOP DRUG TOLERANCE posers neo } | 
PRESENTATION 


Choledyl is available in tablet form in two strengths 
each tablet containing Choline Theophyllinate, 


100 mg. (coloured pink) or 200 mg. (coloured yellow) 
Supplied in bottles of 100 and 500 tablets 


@ Literature and Sample on application 


MANUFACTURED IN ENGLAND 
Sunde cence from NEPERA CHEMICAL CO. INC. NEW VORK, owners of the trade markt and United Kingdor 
patent No. 736 
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Sebigen 
Cream 








used by 


Effective Double 


formerly known as Sebbix 
is an effective, white, virtually 


odourless cream. Non-greasy, it is readily 


women since it does not mat 





Treatment 


for Dandruff, Seborrhoea Capitis and Scalp Psoriasis 








Genisol is a new shampoo type 
preparation intended for the 
removal of scale and 
stimulation of normal skin 


growth. Genisol can be 
















c or clog the hair. 
ies. used with Sebigen or by 
e itself when treating mild 
= seborrhoea and dandrulf. 4 
end J 
x Purified f ale Purified fraction cquivalent to 4 
: ‘3 
3 < le ¢ 1Ta ) : 
Sulpt Crude Coal Tar 2 
c Hexachloropt = 
> ylic Acid exac phen % 
» 
in a water mrescible ba 2-oz. bottle sacar & oh IMpoos — 20d 
tube s ¢ N.H.S.-price 4 
Safe - effective - economical q 
GENATOSAN LIMITED, LOUGHBOROUGH pueenevensnens ane i 
, 
° ry 4 - 4 » me, * ree < ‘ ~ 
Fe ae ce DRS. tts ES Pe Tee mee | 
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Is NOW A THING OF 
THE PAST 


It will certainly be so for many of the countless sufferers from hay fever. For 


them this summer will be a summer to enjoy. The immediate and dramatic relief aflorded by 
the nasal insufflation of Corrrit Snuff, after initial nasal patency has been achieved by Tyzano.* if 
necessary, is such that, in almost all cases, complete control of symptoms will be achieved 
during the first two weeks of treatment. If your patients respond similarly to those reported in a 
trialt. at least a third will not need any further treatment after three weeks, and nearly all the 
remainder will enjoy complete relief as long as treatment is maintained. Here is a new 
method of treatment, to be welcomed by you and your hay fever patients for its 


convenience, safety, and effectiveness. 






SNUFF for nasal insufflation 


World’s Largest Producer of Antibiotics PFIZER LTD - FOLKESTONE - KENT 


* Trade Mark i Cha P er & t Inc. 


a | a 














IF YOU 


HAD TO TAKE 





YOUR OWN 





MEDICINE... 


Quite a challenging hypothesis, Doctor, but your young 
patients would wish the point to be illustrated dramatically. Especially 
since the administration of the new TERRAMYCIN Syrup is quite the most 
convenient, safe and palatable way to combat a wide range of bacterial 


viral, and rickettsial infections. Hydrolysing quickly in the gastro-intestinal tract, 


| 


‘- ee Mor 
PERRAMYCIN Syrup readily yields the pure antibiotic in powerfully nes 
effective concentrations. Isn't this the way you—mutatis mutandis— fab 
° . ° . com 
would prefer to take your own medicine? Of course it is. And that is why you will nau 
have no difficulty in persuading pediatric patients that TERRAMYCIN case 
. oe a , : . : i oura 
Syrup is ‘very good medicine indeed’. Even the most recalcitrant youngster will be plet 
won over by its cherry flavour. a 
the 
Supplied in bottl f 60 ml. Each teaspoonful (5 ml.) of which contains 125 mg. of ettec 
oxytetvacycline activity. Est ally suitable for childen and patients unable to take tablet , 
d Valu 


WORLD’S LARGEST PRODUCER OF ANTIBIOTICS 





PFIZER LTD + FOLKESTONE -: KENT * Trade Mark of Chas. ! r & ( Inc 











IF DAWN 
IS HER 
sm" )= DARKEST 
“’——_ HOUR... 


& 
> 


< 





- 
wv 


S 
. 
\ 

' 


RESCRIBE TABLETS 
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a new 
compound 
specifically 
prepared for 
pregnancy 
sickness 





te VIBAZIN PRESENTATION 


Pfizer. WORLD’S LARGEST PRODUCER OF ANTIBIOTICS Sosaes 








this summer... 





brand of tetrahydrozoline hydrochloride 
safe, effective nasal decongestant 


FOR NASAL PATENCY... 


acts summer colds - hay fever - sinusitis 


Almost immediate relief from nasal discomfort can 
be safely achieved with TYZANOL, and beneficial decongestion 
can last from three to more than six hours—sufficient 
; time to restore a patient’s morale, or to ensure a good night’s 
—lasts ; sleep. TYZANOL offers freedom from side-effects. Despite its 
potent action, TYZANOL does not induce rhinorrhoea. 
$ There is no rebound congestion, nor are there any adverse effects 
for hours on the central nervous system or blood pressure. No unpleasant 
; taste or odour that will deter children (or, for that matter, 
adults). No stinging or burning sensation either. The distinct 
clinical advantages TYZANOL has over any other 
known decongestant all add up to a new effectiveness, safety, 
and acceptability in the treatment of nasal congestion. 


in minutes 


Tyzanol Nasal Decongestant supplied for adults as 

an 0.1% aqueous solution in the new 15 ml. unbreakable, 
unspillable, flexible spray packs with atomiser nozzle, and 
for children in 10 ml. glass bottles with dropper. 


WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 
PFIZER LTD., FOLKESTONE, KENT 


* Trade Mark Chas. Pfizer & ¢ Inc 
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Thrombin ww, 


For topical use in the immediate arrest 
of haemorrhage and for diagnostic use 


in obstetrics. 
The haemostatic of choice in surgical or 
dental procedures where bleeding is from 


capillary vessels, or of the oozing type 
Of particular value as a_ physiological 
adhesive in plastic or cosmetic surgery 


and for the rapid diagnosis of afibrinog- 
enaemia in cases of excessive haemorrhage, 
post partum or in abortion. THROMBIN 
(Maw) has been proved to be 
of considerable value in thor- 
acic surgical operations such 
as the decortication of the 
empyema. Presented in cartons 
of 2 ampoules x 200 N.I.H 
Units, 6 ampoules x 50 N.I.H 
and | ampoule x 5,000 N.I.H 
Units, each with diluent 





Thromboral 


A treatment for Haemorrhagic ulcers 
occurring in the alimentary canal. 


For control of haemorrhagic complications 
of peptic and duodenal ulcers; bleeding 
from ruptured oesophageal varices ; denuded 
buccal ulcer and cases of epigastric distress 
exhibiting signs of internal haemorrhage, 
especially where the patient's age or physical 
condition makes surgical intervention un- 
desirable. THROMBORAL contains active 
THROMBIN in substantial doses, the 
instantaneous effect of which is 
preserved by reduction of the 
pH of the gastric mucosa. 
Natural physiological coagula- 
tion occurs at the site of bleeding. 
THROMBORAL is _ presented 
as a complete treatment 
for oral administration over 
24-hours. 


S. Maw Son and Sons Limited * Barnet * England 


a wrarry TT wT 


rTragrtrwyT. 
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From Elephant’s Foot 





to CORTISONE 


an all-British achievement by BOOTS 

















‘“Elephant’s Foot” is the name given toa 
South Af ia BOOTS CORTICOID PREPARATIONS 
soutn African root, the all-important 
apes - — CORTISTAB 

source of Diosgenin. This is the basic Cortisone Acetate 

: ' TABLETS - INJECTION « EYE DROPS - EYE OINTMENT 
material used for the synthesis of Boots HYDROCORTISTAB 
. ia ii oe Hydrocortisone 
ortisone and its derivatives. TABLETS - INJECTION (Local INJECTION (Intraver 
Thanks to this oddly-named root, Boots saree eas 
re assured of a plentiful supply of the DELTA-STAB 
os ie " P " ppl f the Prednisolone-Delta-/l-hydrocortisone 
raw material for an all-British Cortisone TABLETS 

De Stab Tablets are he prese wailable through N 

from non-dollar sources eane nee Cone ra Spray Cnn ene eee 





B24 All-British CORTISONE PREPARATIONS 


BOOTS PURE DRUG COMPANY LIMITED + NOTTINGHAM +- ENGLAND 
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(formerly called Kylon G.FA) 








helps him to catch up with the others 
Hepergy is produced by treating liver by & specially developed process. 
The biological control of this process ensures the retention of 

the natural growth factor in a stable and therapeutically effective 


form. Hepergy Tablets are indicated to promote the full natural 





growth and development of retarded children. 





Dosage 
Children Adults 
4 Hepergy Tablet 1 Hepergy Tablet 
b.d. crushed and t.d.s. chewed after 
Box of 28 tablets sprinkled on food food, or crushed and 
Basic N.H.S. price 4/I1d. sprinkled on it 


& Genatosan LIMITED, LOUGHBOROUGH, LEICESTERSHIRE 


Please write to our Medical Department for fuller information 
Reprint (B.M.J. 1952. 1388) gladly sent on request 
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Whichever way 
you look atit... 


‘ ’ 
Fistumina was specifically develop- 

ed to embody in a single compound all those 
un agent 


properties considered desirable u 


for the treatment of dyspeptic disorders, 


Bislumina combines protective sedative and 
a antipeptic properties with a sustained and 
desirable degree of acid neutralisatior 
Bislumina is packed in the freshly precipita- 
‘ pue c e€ tresniy precipita 4 


ted state ensuring that the finely divided 


particles present the largest possible surface 
{ 


urea for the sequestration of pepsin and 


adhere tirmly to the gastric mucosa. The 
method of preparation allows high efficiency 
with low dosage 

Bislumina is available as a palatable smooth 


cream in bottles of 12 fluid ounces 


Detailed literature on request from 


Sole Distributors in United Kingdom 





C. J. HEWLETT & SON LTD. 


King George’s Avenue, Watford, Herts. 


Manufactured by MINING & CHEMICAL PRODUCTS LIMITED, LONDON 


In accordance with world patents pending Bislumina—is a registered trade mark 
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WHATEVER YOUR BUSINESS—tIhe Gas Industry appreciates the needs 
for prompt service 


of individual Consumers 
and for advice which accords with the customer's 
special circumstances and requirements 


Area Gas Board offers eflicient service 
and can give 
pooled know ledge 


Each to 
users of gas-fired equipment 
expert advice based upon the 
of all the Boards and of gas users in other countric 


—CONSULT YOUR AREA GAS BOARD 





ISSUED BY THE GAS COUNCIL 
THE GAS INDUSTRY MAKES THE BEST USE OF THE NATION'S COAL 
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Just a sip of water... 


How patients dislike the huge draughts 

of water that must be taken with ordinary, 

less soluble sulphonamides. Yet, when 

Urolucosil is prescribed for B.coli infections of the 
urinary tract, fluids are unnecessary —even undesirable 
For Urolucosil is highly soluble and very little is 
converted into the insoluble, inactive acetylated form. 
Excretion is rapid without the risk of crystalluria. 
The high urinary concentrations so quickly achieved 
make Urolucosil suitable for urinary tract infections 
—and yet permit minimal doses to be given. 

Thus side-effects are seldom observed. 





ACTIVE PRINCIPLE : Sulphamethizole 100 mg. 

DOSE: J tablet 4-hourly. 

PACKING : In bottles of 25, 250 and 1,000 tablets. 
Urolucosil is a 8.1V Poison, not subject to Purchase Tax 


VERO LUCOSILI. 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4 
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A NEW 


ORAL 
CHEMOTHERAPEUTIC 
FOR 

TUBERCULOSIS 


A new chemical compound formed 
by the combination of INH and 
PAS in molecular proportions 





DIPASIC IS AVAILABLE FOR INVESTIGATION 


LITERATURE ON THERAPY 
AND DOSAGE 
ON REQUEST 





| TABLETS OF 100 mg. OF ISONICOTINIC ACID 
HYDRAZIDE-P-AMINOSALICYLATE 


| 
| BENGUE & Co. Ltd. MANUFACTURING CHEMISTS 
MOUNT PLEASANT - ALPERTON - WEMBLEY - MIDDLESEX 


Bengue & Co. Ltd. make “ Dipasic”’ available in the United Kingdom by errangement with Ed 
Geistlich Sons Led., Wolhusen (Switzerland). 











LXVI THE PRACTITIONER 











You can use 


Elastoplast Plaster... 


...On its own 


* to strap a dislocated thumb. 
One-inch Elastoplast Plaster is used, 
applied spica-fashion. 

* to cover impetigo lesions, allowing 
undisturbed self-healing. 


...Or to keep a 
dressing in place 


* in cases where it is preferable to 
cut an individual strip rather than 





to use a ready-made first-aid dressing. 


ELASTOPLAST PLASTER is flesh-coloured, made from light-weight cloth, 
and ideal for on-the-spot strapping and retention of dressings. It is far 
more comfortable and more efficient than a rigid plaster. 


ELASTOPLAST: elastic adhesive plaster B.P.C. 





1” or 2” x 1}/2 yds stretched and 1” x 5/6 yds stretched 


WATERPROOF ELASTOPLAST Plaster 


plastic strapping 1” x 1 yd and 1” or 2” x 3 yd 


SMITIL & NEPHEW LTD + WELWYN GARDEN CITY - HERTS 


Outside the British Commonwealth Elastoplast is known as Tensoplast 
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Mandelamine Hatgrams 
I} hh 


for sustained, specific, safe therapy of 
: \ 
H \\ 


chronic urinary infections 


High antibacterial! potency 





Minimal side effects Maximum convenience 


No crystallization in the kidneys to the patient 


Methenamine (hexamine) mandelate 


gr 


Each Haferam tablet contains 0-5 ¢ 


In bottles of 30 Samples and literature on request 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


Mandelamine the regist 
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news! 


new 
PREDICTABLE 


oral therapy for 
hypertension 


INVERSINE isanewanddistinctive | ADVANTAGES: Reproducil 


pmPporTANT 


SO80 8 


, 





BOBO BLS. 


‘aos 


autonomic ganglionic blocking Small d 
clinical response mall dosayve 


agent. It is a secondary amine 


o ot blood 
not a quaternary ammonium Minimal fluctuation 00. 


7 | 


compound, and is go times more pressure - Gradual onset and | 
| active than hexamethonium. When 
| duration of action Effective u 
| given orally absorption approaches 
! ‘ 
| 100 per cent cases resistant to hexamethor 





‘Inversine’ 


ORAL TABLETS 


Mecamylamine Hydrochloride 


Oral convenience with | 
parenteral reliability | 
| 


PORSCHE OCOCHECHECHEC ROR CRO ROS 


Literature and professional package gladly sent on reque 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 


INVERSINE Vecamylamine Hydrochloride mx. quarter-scored tablet 
sre supplied in bottles of 


OO OO 


> ae ee 


, Kis A REGD. TRADE Mane 
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RAPID RESPONSE 


Rapid response to treatment, smooth convalescence and an early return ' 
to normal activities is a natural result of the oral administration of 
Chloromycetin* Readily absorbed from the gastro-intestinal tract, : 

“ q 


Chloromycetin diffuses rapidly and penetrates tissue barriers easily, 


producing blood-levels which rise proportionally with increase in dosage 


Chloromycetin 








* Trade Mark 
the original Chloramphenicol 
os fas 
°e . 
* - 


. * PARKE, DAVIS « company LIMITED (inc. USA) 


*ea”™ 


HOUNSLOW MIDDLESEX TEL: HOUNSLOW 236 
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Penidural 


NZATHINE PLNICILLIN 


‘Reliably absorbed 


in 100% of patients’ 


B 





ee 
Stable in gastric juice 


Penidural 


JOHN WYETH & BROTHER LIMITED 


CLIFTON HOUSI LUSTON ROAD, LO}DON 
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To encourage rapid regeneration 


'O HELP a speedy return to normal strength and vigour following the 
debilitating effects of disease or surgical operation, careful thought must be 
given to the patient’s diet. It must provide maximal nutriment without 
taxing a delicate or impaired digestion Furthermore, it must appeal to a 


capricious or fastidious taste 


Ovaltine’ taken morning and evening assists in meeting these exacting circum 
stances Its contents of malt, milk, cocoa, sova, eggs and added vitamins 
provide bodybuilders of recognized quality; its meticulously controlled manu 
facture aims at retaining accessory factors essential for postsurgical and post 


infectious recovery 


Ovaltine’, a balanced, comprehensive food beverage, is preferred by patients 
for its outstanding nutritional properties, its ease of assimilabilitv and its 


delicious, appetizing flavour 


T Vitamin Standardization 
per oz Vitamin B,, 0.3 meg 
Vitamin D, 350 t.u Niacin, 2 mg 


A. WANDER LTD., 42 UPPER GROSVENOR STREET, LONDON W 
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Antihistamines for old and young 


When the contents of Pandora’s Box were released, Hope alone remained. To the 
patient of allergic diathesis, threatened by a veritable Pandora’s Box of ills, the 
antihistamines * Histantin’ and ‘ Actidil’ represent far more than hope. 
For adults ‘ Histantin’ is the product of choice, giving prolonged relief with a 
minimum of side-effects. 
The new quick-acting antihistamine, ‘ Actidil’, exerts its effect for about 12 hours 
and is also notable for low incidence of side-effects. ‘ Actidil’ Elixir has been 
specially formulated and clinically tried for the treatment of allergic conditions in 
children 

*HISTANTIN ’, 50 mgm., is issued in bottles of 25, 100 and 500 

at list prices (subject to usual discount) of 6/6, 24/6, 110/-. 


*ACTIDIL’ compressed products of 2°5 mgm. in bottles of 25 
and 500 at list prices (subject) of 6/6 and 110/-. 


*ACTIDIL’ ELIXIR in bottles of 20 fluid ounces, for dispensing, at 
a list price (subject) of 15/-. 


val BURROUGHS WELLCOME & CO. (Tic Wellcome Foundation Ltd.) LONDON 








ANNOUNCEMENTS 























see eeeerree eee eee ee 


A SHOOTING PARTY AT LUNCH 
This picture, by an unknown 
illustrator, recalls the large outdoor 
compositions of Watteau, wi 
resembles in revealing the Eightecnth- 
Century French preoccupation ‘vith 
extravagant al fresco gatherings 
One looks in vain for any evidence 
that the produced 
results. Of the social succe of the 


consequent junketings , however, there 


** shooting’’ has 


can be no doubt at all. 
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Eating Out. _ 


Eating away from home is always more or 


less hazardous to the hyperacid patient. 


Portable medication is, in the patient's 
untutored hands, scarcely less risky ; indis- 
criminate use of the many alkaline remedies 
within easy purchase often does more harm 
than good. 

For the occasional or habitual dyspeptic 
alike, PRODEXIN affords, in a convenient 
and palatable tablet, a means of checking 
hyperacidity by regulating gastic pH at a safe 


and constant level for long periods. 


Each Prodexin Tablet contains : 


a o-9 gn 
Lig aynesiu arbonatc o-l gn 
Packings: Cart t ndividually wrapped 
tablets and dispensing packs of 240 tablets 


Basic N.H.S. cost of 240 tat ets: 308 4d. 


S c. L. BENCARD LTD., PARK ROYAL, LONDON, N.W.10 











LXXIV THE PRACTITIONER 


—_ 














Litty BARBITURATES 





*‘SECONAL SODIUM’ 


Quick onset - short duration. 
In * Pulvules’ } gr. and 14 grs. 





‘SODIUM AMYTAL 


Medium onset and duration. 
In ‘ Pulvules’ | gr. and 3 grs. 





*TUINAL’ 


Quick onset - medium duration. 
In ‘ Pulvules’ 14 grs. and 3 grs. 








ELI LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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THE MONTH 


IN his introductory article to our symposium on ‘Home care and nursing’, 
Dr. G. E. Godber notes two features of the National Health Service which 
have tended to be overlooked. One is that the Service 

The ‘depends primarily upon comprehensive home care, with 
Symposium hospitals and specialist services only for diagnosis and treat- 
ment of illness outside the scope of the family doctor and his 

supporting team’. The other is that ‘the greatest innovations of the Service 
have been the domiciliary consultation with a consultant and the general 
provision of home helps’. In other words, as Dr. Metcalfe Brown points out 
in his article on “The domiciliary services available to the doctor’, ‘the 
preventive services and the hospital service are there to help the family 
doctor, not to displace or replace him’. The hard facts, however, are that 
from the inception of the Service the hospital service has absorbed a large 
proportion of the not inconsiderable sum which the nation spends upon the 
Service. Thus, in 1953-54, according to the Guillebaud Report, the hospitals 
absorbed over 61 per cent. of the £430 million spent on the Service that year, 
compared with only just over 12 per cent. spent on the general medical 
service. Even if the cost of the pharmaceutical service is included in that of 
the general medical service, the proportion is still only just over 21 per cent 
Misuse, abuse some would describe it, is only a partial explanation of this 
high cost of the inherently expensive hospital service, but there can be little 
doubt that if more attention were devoted to the development of the domi- 
ciliary services available to the general practitioner, the unnecessary load 
now carried by the hospitals would be radically reduced. Further, and 
equally important, the standard of general practice would be improved, to 
the greater benefit of the individual patient. In our symposium this month 
we have aimed at producing an authoritative review of the services available 
to the general practitioner and of examples of how these services can be 
developed. The emphasis is upon the home care of children as these form 
such a vitally important part of the work of the family doctor, but all aspects 
of home care are integrated into the general picture. It will be noted that 
three of the articles are written by medical officers of health. This is but a 
sign of the increasing realization of the need for the closest possible coopera- 
tion between the medical officer of health, who is responsible for most of 
the domiciliary services, and the general practitioner, for whom these 
services are intended. Such cooperation Is one of the first essentials for the 


restoration of general practice to its rightful place in the National Health 


Service. 
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IN many respects the health visitor is the king-pin of the domiciliary services 
available to the general practitioner. Shortly after the introduction of the 
National Health Service, her duties were defined by the 
Health Visitors Ministry of Health as being ‘concerned with the health of 
and G.P.s the household as a whole, including the preservation of 
health and precautions against the spread of infection, 
and she will have an increasingly important part to play in health education. 
She will work in closest cooperation with the family doctor and will not 
encroach on the province of the nurse . . . or of the sanitary inspector’, 
As, in order to become a health visitor, it is necessary to be registered as a 
general or sick children’s nurse and to have passed part | of the midwifery 
certificate, as well as an examination in public health, it is not surprising that 
the precise niche of the health visitor has been somewhat difficult to define. 
To clarify the issue, in 1953 the Government appointed a ‘working party’ ‘to 
advise on the proper field of work, the recruitment and training of health 
visitors in the National Health Service and the School Health Service’. 

In its recently published report (‘An inquiry into health visiting’. London: 
H.M. Stationery Office. Price 6s. 6d.), the ‘working party’ defines the health 
visitor as a ‘medico-social worker’. Her main function should be that of a 
‘family visitor’ working under the clinical leadership of the family doctor 
and in cooperation with other workers in the field of health and welfare. 
Her work is distinct from that of both nurses and social workers. While she 
will base her work on the advice of medical and social experts, she will 
exercise her own judgment in applying it to her work with families. ‘The 
relationship of the health visitor and the general practitioner is defined as 
‘more like that between consultant and almoner in hospital than the relation- 
ship of doctor to nurse’. The following three admirable suggestions for 
making the best use of health visitors are put forward :—(a) a common local 
policy between the local health authority and general practitioners; (b) 
arrangements for health visitors and general practitioners to meet; (c) the 
channelling of all the practitioners’ less urgent, complex or technical de- 
mands for local health authority services through the health visitor. If 
implemented, this report should go far towards ensuring that close coopera- 
tion between health visitor and general practitioner which is so essential if 
patients are to receive the full benefit of the domiciliary services available 
under the National Health Service. 


IN his chairman’s address read before the section on general practice at the 
annual meeting of the American Medical Association, Dr. Lowry H. 

McDaniel, of Arkansas (7. Amer. med. Ass., 1956, 160, 
The Practice 1193) reviews the changes that have occurred during his 
of Medicine thirty years in practice. He recalls how he used to see 200 

patients a week with malaria, whereas now he sees about one 
every three years—usually an ex-serviceman who had contracted the disease 
abroad. In his weekly pellagra clinic he saw 50 to 60 cases; now he sees one 
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case every five years, and that a very mild one. He has not seen a fatal case of 
lobar pneumonia for over twelve years. ‘These dramatic advances, he quite 
justifiably points out, will probably be equalled during the next half century 

‘But’, Dr. McDaniel comments, ‘in spite of all the additional knowledge 
we may have on December 31, 1999, there will still be a need for physicians 
with sober and investigative minds and kind and understanding hearts: we 
will still need to treat people with sympathy and pain with drugs’. Many of 
the ills of the present day are not amenable to the science of medicine. 
‘At present 17,000 Americans a year die by their own hand, millions of 
sleeping capsules are swallowed each night, liquor and narcotics numb the 
reason of our teen-agers and stimulate their bravado’. Such a state of affairs 
is by no means confined to the United States, and Dr. McDaniel’s pre- 
scription for dealing with it is as applicable in this country as in his own: 
‘a return to the strong family group of a century ago, with its love and unity an 
unequalled source of security and with the family altar a moral and religious 
guidepost’. Some would say that this is trespassing on the sphere of the 
priest, but there is no hard and fast dividing line between matters of the 
body and those of the spirit. ‘The rapid advances of the last quarter of a 
century, with the control that they have given us over diseases of the body, 
have merely served to emphasize that ‘man does not live by bread alone’. 
Unless the physician is prepared to look upon his patients as human beings, 
with souls as well as bodies, with hopes and aspirations as well as aches and 
pains, he will fail as a practitioner of the healing art. As Dr. McDaniel so 
aptly points out: ‘From the doctor’s heart comes the power to triumph over 
failure, weariness, misunderstanding and discouragement. Out of the 
doctor’s heart comes his attitude toward his profession and his patients, 


be it selfish or generous’. 


Tue disabled person’s attitude to resettlement is ‘the most important factor 
in successful resettlement; given a good attitude to work the prospect of 
placement is greatly enhanced’. ‘This is one, and perhaps the 

Resettling most important, of the conclusions reached in an investi- 
The Disabled gation carried out by the department of social medicine in 
the University of Aberdeen and the almoners of the Aber- 

deen Royal Infirmary, in association with local Ministry of Labour officials. 
In reporting this investigation, based upon the findings in 84 disabled 
persons discharged from Aberdeen hospitals, and followed for six months, 
I. M. Richardson and R. D. Weir (Rehabilition, Spring 1956, p. 2) conclude 
that ‘age, skill and attitude to work are more important than disability in 
determining successful resettlement’. ‘Thus, 70 per cent. of the 40 disabled 
persons in employment at the end of six months were under the age of forty, 
and the disability was assessed as severe in 29.6 per cent. of these, compared 
with an incidence of only 15.4 per cent. of severe disability in the over-40 
age-groups. A higher proportion of the skilled, than of the unskilled, were 
employed at the end of six months, and an 1.Q. of above 100 was found in 
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60 per cent. of the employed, but in only 43 per cent. of the unemployed. 

There may be nothing strikingly new in these findings, and admittedly 
the numbers are small, but they do emphasize a factor in disablement which 
is too often overlooked by lawyers, arbitrators and trade unionists. In the 
words of the Aberdeen workers, ‘too much of success or failure is still 
attributed to physical handicap’. A similar conclusion was reached by Hewitt 
some years ago. Indeed, he went even further and stated that ‘the attitude of 
mind of the disabled man is the largest single factor in determining the 
prospects of future employment’. If this were borne in mind from the 
moment a disabled person first comes under treatment, the number of 
disabled persons gainfully employed would rise considerably, to the benefit 
of both the individual concerned and the country as a whole. 


Tue United States Food and Drug Administration (F.D.A.) has just cele- 

brated its jubilee. An editorial survey in the current issue of the /nternational 

Record of Medicine (1956, 169, 281) reviews some of the 

The more recent of what it describes as ‘the worthless, 

Questing Quack dangerous, or fraudulent devises foisted on a gullible 

public’ and exposed by the F.D.A. These make fasci- 

nating reading, even though they are a pathetic comment on the gullibility 
of human nature when it comes to matters of health. 

The ‘weirdest of all quack devices’ was a machine that was claimed to be 
able to diagnose any ailment by measuring ‘emanations’ from a dried spot 
of blood on sterile paper. Investigation revealed that the machine was 
incapable of distinguishing between the blood of a bird and that of man, 
and a spot of coal-tar dye was diagnosed as ‘systemic toxaemia’. Gadgets 
have always been the great stand-bys of medical quackery. A typical example 
was a dumbbell consisting of two plastic tumblers filled with water, sealed 
with paraffin and joined by Scotch tape. It was claimed that if this device 
was held in the hands it gave off ‘z-rays’ which cured ‘any disease known to 
mankind’. Radioactivity has for long been the happy hunting ground of the 
quack. One made his fortune out of selling for $300 a small pencil-shaped 
tube containing So.002 worth of barium chloride granules, which, when 
worn on the body, cured cancer, diabetes and leukemia. Other weird ‘cures’ 
which involved the F.D.A. in much time and expense before they were 
finally exposed were the ‘orgone energy accumulator’ and the ‘spectro- 
chrome’. The former was a cabinet designed like a telephone booth and 
built of alternate layers of wood, metal, glass and steel wool, with no 
electrical connexions whatsoever, which accumulated the ‘orgone energy’ 
from the atmosphere and concentrated it in the body of the person sitting in 
the cabinet. The ‘spectro-chrome’ device consisted of a 1000-watt lamp and 
a cabinet supplied with coloured glass slides fitting over an aperture through 


which the coloured light bathed the patient and cured whatever malady he 


might be suffering from at the moment. 








THE SCOPE FOR HOME CARE IN 
THE NATIONAL HEALTH SERVICE 


By G. E. GODBER, D.M., F.R.C.P., D.P.H 
Deputy Chief Medical Officer, Ministry of Health 


THE comprehensive nature of the National Health Service is exemplified 
for many people, especially for visitors from other countries, by the range 
of hospital and specialist services freely available to all. The hospitals 
provide the most complex forms of treatment and are naturally the most 
expensive part of the service; their relative importance may consequently be 
somewhat overrated. The title of this article may therefore be somewhat 
misleading, for the National Health Service depends primarily upon com- 
prehensive home care, with hospital and specialist services only for diagnosis 
and treatment of illness outside the scope of the family doctor and his 
supporting team; it should not be regarded as a service for hospital in- 
patients supported by facilities for home care. 


rHE HOSPITAL SERVICE AND HOME CARI 
The hospital and specialist services, indeed, play their own part in home 
care through the highly developed outpatient services which enable them 
to contribute to the treatment at home of many patients who would otherwise 
require admission to hospital. This is perhaps more true of Great Britain 
than of many other countries in which health services are developed to a 
comparable degree. Comparison of hospital admission rates for England 
and Wales with some other countries (table 1) shows a remarkable disparity 
which is probably, at least in part, the result of the greater range of home 
care made possible by the assistance which a highly developed outpatient 


service can give to the family doctor and his supporting team 











| Beds per ~ Admissior s 
| Country and year Population | Hospital Admissions 1000 per 1000 
beds population population 
| ag ] 
Denmark (1951) 4,303,600 60,390 457,773 14.03 106 
| Sweden (1952) 7,150,006 101,300 557,400 14.2 115.5 | 
Norway (1951) 3,225,000 29,779 257,356 9.1 87.5 
Saskatchewan* | 
(1952) 786,497 5,635 161,499 7.1 205.4 | 
| England and Wales 
(1952) ' 43,940,000 507,305 3,414,373 11.6 77.7 | 
* Excluding mental hospital 
(The figures in this table are taken or calculated from official reports of the countri« 
concer! ed The re may well be some variation in definitions. ) 
TABLE 1 Comparison of hospital admission rates in England and Wales and certair 


other countries 


The number of patients admitted to hospitals within the National Health 


Service has increased year by year since 1949, but the rate of increase in 


July 1956. Vol. 177 (5) 
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demand is falling and in 1954 the increase in demand was only 30,000 overt 
the previous year. It is reasonable to expect that the rate of admission to 
hospital will remain well below the rates for the other countries quoted, 
although, of course, there are certain special fields in which more admissions 
are needed, as, for instance, mental illness, chronic physical diseases and 
mental deficiency. It does not follow that there is no need for more beds 
or better hospital buildings in particular areas, but better planned modern 
hospitals may require fewer beds for the same amount of work. 


CONSULTATIVE OUTPATIENT SERVICES 

The most striking development in hospital services since the end of the 
last war has been the growth of consultative outpatient work. This growth 
has been so rapid as to cause great difficulties in organizing the much 
more comprehensive service now available in premises designed to meet a 
much smaller demand. One of the most important elements in this growth 
has been the provision of pathological and radiological diagnostic services 
for general practitioners. Outpatient services are now more firmly restricted 
to their proper consultative function and a further development of them 
has provided consultant advice in the patient’s own home when medical 
considerations forbid transport to hospital. They are essentially a supporting 
service for home care. 

One person for every twelve of the population is admitted to hospital 
each year; nearly one person for every six attends hospital as a new out- 
patient; but family doctors see each of their patients on an average five times 
a year; home nurses make one visit for every two members of the population, 
health visitors one for every four; 33,000 home helps are employed whole- 
or part-time and there are other visits by specialized social workers to the 
mentally and physically handicapped. Of course, a single visit by a doctor 
or home nurse cannot be compared fairly with a hospital admission. Much 
more service is commonly given during a stay in an acute general hospital 
than by a doctor or nurse seeing the patient once at home. To make the com- 
parison in another way: on any given weekday, of every 1000 persons, ten 
will be in hospital, three will have attended as outpatients, sixteen will have 
seen their own doctors and three will have been visited by a home nurse, 
health visitor or home help. 


HOME CARE AS AN ADJUNCT TO HOSPITAL CARI 
If, then, the object of the hospitals is to support home care services it 
is worth while examining some special ways in which such services can be 
developed. There are sound general reasons why patients should be treated 
at home whenever that is practicable without prejudicing or delaying 
recovery. The most complacent adult is bound to be affected to some extent 
by transference to the alien surroundings of hospital, however solicitous and 
considerate doctors, nurses and other staff may be. If hospital admission 
is necessary, then the stay in hospital should be as short as possible, con- 
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sistent with adequate treatment. This is not just a matter of economy, 
although it does in fact produce important economies in hospital main- 
tenance: it is part of the psychology of rehabilitation. ‘Early ambulation’ 
makes for easier restoration of function by limiting wastage from disuse. It 
is almost universal practice in this country to undertake many diagnostic 
procedures in outpatient departments that would be cause for admission in 
some other countries; for instance, 55 per cent. of all radiological work in 
1954 was done for patients not in hospital wards. 

There is, however, less general acceptance of early discharge after surgery 
than, for instance, in North America; partly from a genuine difference of 
clinical opinion, partly because of a different selection of cases for admission, 
and partly because charges for hospital treatment in other countries some- 
times lead to premature discharge. In some areas a special effort has been 
made to use home care by home nurse and family doctor as a means of 
securing early discharge after major surgery and where this is acceptable 
surgical practice probably more could be done in the way of increasing the 
medical interest and utilizing the experience and resources of the general 
practitioner without greatly increasing the load on domiciliary services. It 
is well known that apparently comparable hospitals in similar communities 
differ widely in their practice in this respect. The greatly increased turn- 
over in surgical beds which is largely responsible for the 25 per cent. increase 
in hospital admissions since 1949 represents a considerable change of 
opinion on this matter. There are few special home care schemes because the 
home nursing and family doctor services can provide what is needed without 
a special local scheme, but this may be a reason why the special effort needed 


has not always been made 


HOME CARE OF SICK CHILDREN 
The care of sick children at home offers one of the most promising oppor- 
tunities for further development. The Rotherham experiment begun in 
1949 and described elsewhere in this symposium (p. 15) by Dr. Gillet, was 
the first attempt to provide specialized nursing services at home for children 
This has been followed by an experimental scheme based on the pediatric 
unit at St. Mary’s Hospital, Paddington, which is described by Dr. Light- 
wood in his contribution to this symposium (p. 10), and by a cooperative 
project of the Birmingham City Home Nursing Service and the Birmingham 
Children’s Hospital. All these schemes have shown the possibility of nursing 
seriously ill children at home and so avoiding the very real disturbance for 
child and family alike of breaking, even temporarily, the child’s link with 
his mother by admission to hospital. This is the logical conclusion of the 
doctrine of the late Sir James Spence in providing for mother and child to 
enter hospital together. Of the three schemes mentioned, that in Birmingham 
seems to offer the most promising model for other areas in that it uses the 
family doctor, a specially trained home nurse and the pediatric service 
Development on these lines will probably lead to the fundamental change 
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in pediatric services that was foreshadowed by the establishment of Chairs 
of Child Health. There is already a decline in demand for hospital beds for 
children and this process is likely to accelerate. 

Problem families receive far more than the average attention from health 
visitors and in some areas special health visitors undertake intensive re- 
habilitation of such families, especially in the earlier stages of the domestic 
inadequacy which is their main feature. This help is directed towards 
preventing breakdown and the emergence of the real problem, but some 
authorities, notably Leicester and Kent (see Dr. Elliott’s article, p. 38), 
have gone beyond this to develop a group of specially trained home helps 
who have been used to salvage the derelict families which might otherwise 
have been broken up. This work is somewhat similar to that of the Family 
Service Units, which try by means of direct help and example to effect 
recovery even in the worst cases. 


DOMICILIARY MIDWIFERY 

During the last twenty-five years there has been a steady decrease in the 
proportion of confinements taking place in the home; it is now little more 
than a third. It has been the policy to maintain a domiciliary midwifery 
service in so far as medical and social considerations permit. Yet in London 
less than a quarter and in some towns barely a tenth of the births occur 
at home. There are widely accepted psychological reasons for preferring 
home confinement in good conditions but there are also many women who 
feel that they would be safer in hospital. It is difficult to see what may 
be the ultimate pattern in this country—a largely domiciliary service as 
in Holland and Denmark, or an almost wholly institutional service backed 
by home pre- and post-natal care as in Sweden and Canada, but in either event 
there is clearly still a large element of home care to be provided by 
practitioners and midwives. 


HOME CARE OF THE TUBERCULOUS 
Home care of the tuberculous began as a measure to relieve the pressure 
on sanatorium beds. Now that there are more than enough beds for pul- 
monary tuberculosis, it is still continued by some chest physicians as the 
method of choice for selected patients. Provided spread of infection can be 
prevented and home conditions are good, some chest physicians believe 
selected patients do better at home than in hospital, especially with modern 
forms of treatment. This is a declining activity as tuberculosis comes under 
control, but the method has made a valuable contribution and still has its 
uses, 

HOME CARE OF THE MENTALLY ILL 
The possibilities of home care of the mentally ill have been little explored 
as yet. The best-known variants are perhaps the day hospital, of which 
we now have several examples in this country, and the social club. The 
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day hospital supplements family home care by giving the patient treatment, 
and the family relief, during the day. This, with increasing outpatient 
psychiatric services both in mental and general hospitals, promises to 
relieve the hospitals of many admissions in the future, and to use to the full 
the supporting effect of family life and familiar professional care. Among 
the most promising developments in this field are those for the care of 
elderly confused patients who attend hospital part-time in such centres as 
Oxford, Oldham and Leeds. ‘The development of occupation centres for 
mental defectives has assisted their home care in a similar way. Manifestly, 
family doctors and the supporting home services must play a large part in 
these arrangements. This holds good also for the development, now begin- 
ning, of social centres, at which some form of useful occupation is provided 
for certain groups of severely permanently handicapped persons, such as 


those with cerebral palsy 


HOME CARE OF THE ELDERLY 
Home care of the elderly has become the largest part of this work. There 
is no medical and nursing activity in which the partnership of home 
and hospital care is more necessary (or rewarding) than in management 
of this group. The home services—medical, nursing and domestic— are 
everywhere available; it is more particularly in full coordination with 
geriatric hospital and welfare hostel services that we are still falling short 
Some areas have admirable services which demonstrate that a shortage of 
beds is not the main problem, but the rapid growth of geriatric services 
in the last ten years still leaves many gaps. No geriatric service can be 
really effective unless it is run as a safety valve for a service mainly of 


home care. 


CONCLUSION 

No attempt has been made here to describe the range of professional, 
medical or nursing care that can be given in the home—that is for others 
The main contention is that hospital admission should only be arranged when 
it is really essential and that all treatment or nursing care which can be 
given at home should be given there. Hospitals have their place in con- 
tributing to home care and are to be regarded as an expert supporting 
service—not as something apart from, or above, medical and allied services 
outside their walls. Perhaps the greatest innovations of the National Health 
Service have been the domiciliary consultation with a consultant and the 
general provision of home helps. 

It is, of course, obvious that home care depends primarily upon wives, 
mothers and daughters, not upon doctors or nurses whose function is to 
supplement not to replace the contribution of the family. The scope of 
home care is determined as much by the capacity of the family as by medical 


considerations, 
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EVER since primitive times when homes were formed and family life became 
possible, the nursing of a sick child at home has been the mother’s instinct, 
whereas hospital treatment must be recognized as a comparatively modern 
device. Indeed, our hospital system dates back only some 800 years when, in 
a time of religious revival, a new spirit of devotion woke the slumber of the 
Church, and certain religious houses, already prepared to give food and 
shelter to travellers and refugees or alms to the needy, undertook an increas- 
ing obligation towards poor people, whether sick, crippled or infirm. ‘The 
very word ‘hospital’, derived from Aospitalis domus, meant a house where a 
guest (hospes) would be received and cared for. The fact that so many of out 
hospitals bear the names of saints is a reminder of their origin. As the 
years added up to centuries the number of hospitals and infirmaries for the 
poor and destitute gradually increased but, so long as medicine remained a 
craft, this development was slow. Then the advance of medicine suddenly 
quickened and within a few decades an empirical art was transformed, in 
Western countries, into a complicated science and technology. ‘This change 
increased the cost of accurate scientific treatment and also tended to transfer 
into the hospital sphere much work previously possible at home. ‘The hos- 
pitals, themselves largely responsible for the change, were bound to expand 
and increase their activities to meet new needs. ‘This expansion of hospital 
techniques increased the existing differences between the type of work done 
by doctors working in hospital and by those engaged in domiciliary practice, 
differences which have not been lessened by the National Health Service. 
Despite these changes, domiciliary care, including that of children, has, of 
course, remained the province of the family doctor; yet within recent years 
a number of projects have been started in North America and in Great 
Britain which provide special medical and nursing services on a domiciliary 
basis and it is in this connexion that the phrase ‘home care’ has acquired 
a new meaning. 


HOME CARE IN THE EIGHTEENTH CENTURY 
The idea underlying modern home care owes its origin to the work of 
dispensaries which were set up as charities in eighteenth century England. 
Throughout a period of about 150 years these charitable dispensaries pro- 
vided medical visiting, as well as medicines and outpatient treatment, for 
persons unable to meet the cost of sickness. The dispensaries did not survive 
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in their original form; the expansion of hospital work, followed by the 
evolution of the health services, eventually made redundant the few that 
remained. ‘They rendered more than passing service, however, and several 
were transformed into hospitals. For example, the Royal Victoria Hospital, 
founded in Belfast by Dr. James McDonnell in 1792, when the population 
of the city was barely 20,000, began as a dispensary ‘for the relief of sick 
poor of all descriptions, whether strangers or natives, so that they would be 
supplied with medicine and attention’. It was at first accommodated in 
rooms lent by the Belfast Charitable Society. A few years later a small 
number of beds were equipped, a nurse was appointed and domiciliary 
visiting was gradually discontinued. Subsequently it went from strength 
to strength until a new hospital was built in 1815 (McMechan, 1955). 
Another way in which the influence of these early dispensaries is still felt 
is that they set the pattern for similar charities which became established 
in Philadelphia (1786), New York (1791) and Boston (1796). It is fortunate 
that the idea of providing domiciliary care for poor families went across the 
\tlantic because it seems to have generated the American type of family 


home care programme (Goldmann, 1945). 


MODERN HOME CARE SCHEMES 

Home care projects have developed in different ways on the two sides of 
the Atlantic. In the United States, where private medical care is expensive, 
most of the home care programmes aim to provide what families cannot 
afford, and they tend to displace the private doctor. In England, under the 
provisions of the National Health Service, the expense factor no longer 
applies. ‘The educational value existing in American family care programmes 
is shown by the interest taken in them by certain medical schools. Arrange- 
ments are made for supervising the whole family, in health as well as in 
sickness, and in this way medical students can be provided with oppor- 
tunities for studying family life and the development of the children as a 
basis of social and preventive medicine. Programmes with a different 
emphasis, serving the interests of sick children, have also been developed, 
as, for example, in the pioneer work by Dr. E. M. Bluestone, of the Monte- 
fiore Hospital, New York, in the after-care of rheumatic children 

In Great Britain, too, home care has developed in this more specialized 
way and deals essentially with sick or incapacitated persons. In the case of 
sick children the advantages of home care have only recently been realized 
and, in this country, we are still in the stage of gaining experience. In the few 
existing paediatric schemes two general patterns of home care have been tried. 


HOME NURSING SERVICES 
The first pattern consists in the operation of a home nursing service in 
which the visiting nurses carry out the instructions of the general prac 
titioners, who retain the whole medical responsibility. In a home nursing 


service no special arrangements exist for bringing the family doctor into 
s : 
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contact with hospital staff: if the doctor requires professional assistance he 
can obtain it by means of a domiciliary consultation, but if the child 
ultimately has to go into hospital he will, for the time being, lose contact. 

There are two successful home nursing schemes devoting themselves to 
the care of children. The first is a Home Nursing Unit set up in Rotherham 
in 1949 (Gillet, 1954) and the second is a somewhat similar scheme which 
began in Birmingham in October 1954 (Smellie, 1956). The value of these 
schemes has already been shown by the extent to which they have prevented 
the admission of children to hospital and by the appreciation of the doctors 
who have been helped. ‘The visiting nurses report that they often find 
excellent opportunities to improve a mother’s standard of child care. In 
these two schemes, the public health committee provides a service of 
visiting nurses, just as any comparable health authority has the power to do, 
the degree to which it is actually done depending upon local keenness. 

As distinct from home nursing services another type or pattern of home 
care consists in an extension of hospital work into the patient’s home. It 
has already been seen that home care schemes in America generally concern 
themselves with families unable to meet the cost of sickness, thus tending to 
displace the family doctor. However, in the United Kingdom, the National 
Health Service has made this unnecessary and it is likely that future develop- 
ments in this country will be centred on the need to support the family 
doctor. 

THE ST. MARY’S HOSPITAL SCHEME 

Dr. F. S. W. Brimblecombe, working until recently at St. Mary’s Hospital, 
saw that a simple home nursing service, although it can give valuable aid to 
the patient and his doctor, is not designed to strengthen the links between 
hospitals and general practitioners, nor is it a ready means of helping the 
doctor to keep in touch with modern pediatric medical techniques. With 
this as an additional aim, the St. Mary’s Home Care Project, planned as an 
extension of hospital work, makes for closer cooperation with the family 
doctor by placing a mobile pediatric team at his disposal, the patient con- 
tinuing as his responsibility. This project, as conceived by Brimblecombe, 
is aimed at the correction of a faulty balance between hospital and domiciliary 
paediatric practice (Lightwood, Brimblecombe and Davis, 1956). 


THE AIMS OF THE SCHEME 

(1) The primary aim is to enable the hospital staff to cooperate more 
closely with family doctors by giving them professional support and by 
providing a ready service of modern diagnostic and therapeutic methods, 
thereby making the practitioners more able to play the modern part which 
scientific medicine requires. By such arrangements the family doctor is 
given the opportunity of sharing clinical responsibility without losing it, 
and he is also kept in touch with current hospital practice. 

(2) The second aim is the avoidance of admission of children to hospital 
beds except when necessary. ‘Few will dispute’, reads a WHO Report (1955), 
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‘that the best place for a sick child is in his own home among familiar 
surroundings where the people who normally give him security and affection 
can tend to his needs’. Not only have we to consider the risk of cross- 
infection but there is danger also in the disruption of the emotional environ- 
ment which may cause unhappiness, or worse, to the child and his parents 
For these reasons alone admission to hospital should be avoided so far as 
possible, unless it is fully justified on medical grounds. The fact is, however, 
that the recently increased provision of hospital beds, together with the 
current fall in general morbidity, has resulted in a high proportion of less 
serious and even minor cases coming into hospital for treatment. At St. 
Mary’s Hospital, before the Home Care Project started, we estimated that 
one-quarter of the children in hospital during a review period could have 
been managed at home if the doctors had possessed the facilities and 
experience required, and there were other children whose stay could have 
been shortened. Even the apparent need to keep a sufficient number of beds 
occupied for the instruction of undergraduate students in a teaching hospital 
should not be allowed to favour unnecessary inpatient treatment, because 
clinical teaching requires to be related to the patient’s real needs 

(3) A third (though subsidiary) aim is to cut the high cost of inpatient 
treatment by providing a cheaper alternative which, nevertheless, affords a 
standard of care as high as that in a hospital ward. 

In April 1954, when the trial began, a mobile pazdiatric team was estab- 
lished, based at St. Mary’s Hospital, to support the family doctors in 
caring for children who would otherwise have been transferred to hospital 
The object of the trial was to show: (1) the practicability of using the team 
for the purposes already defined; (2) whether its members could cooperate 
with the family doctor in providing a satisfactory standard of care 
(3) whether this could be done in such a way that the status of the family 
doctor was enhanced and the doctor/patient relationship improved, and 
(4) whether the work could be done at lower cost. 


rHE SCHEME IN OPERATION 
This mobile team, based at St. Mary’s Hospital, consists of trained padia- 
tricians together with three nurses with pediatric training. When a family 
doctor wants the help of the team, he telephones the home care office at 
the hospital and one of the pediatricians goes with him to the patient's hom« 
If it is found that the child is not in need of inpatient treatment but is suitable 
for home care, specimens are collected for any necessary investigations and 
treatment is started at once. The results of investigations are presented to 
the family doctor within a few hours. And he, of course, remains in charge 
of the patient, the team being at his disposal if needed. All the ordinary 
diagnostic and therapeutic procedures customarily performed in hospital 
are carried out in the home. ‘The sister, responsible for organizing the work 
of her two colleagues, attends the consultation and can then see what nursing 
care will be required. Any necessary equipment can be brought from 
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hospital to the home. Sometimes the services of a physiotherapist have 
proved helpful as well as those of an almoner. 

From the outset the project has had the support of the London County 
Council, and the Council’s Ambulance Service has put a sitting-case car 
and driver at the disposal of the team for transporting staff and equipment. 


DISCUSSION 
A home care project organized on these lines is likely to be more valuable 
in an urban area than in a more sparsely populated one. Most of the visits 
have been made within an area of two miles from the hospital base, longer 
journeys taking extra time. The staff can comfortably handle a case load 
of 25 to 30 children, and during an initial period of two years their help 
has been given in the treatment of 582 cases. The majority of the patients 
have been referred direct by family doctors and such referrals have steadily 
increased in number as the scheme and its advantages have become known. 
A smaller number of patients has been transferred from hospital to home 
care for the completion of treatment, and a few have come from casualty and 
outpatient departments after the family doctor has been consulted. 

We have found that the technique of home care is suitable for the majority 
of non-surgical conditions met with in a children’s ward, also digestive dis- 
orders and feeding disturbances in infants, most of the ordinary infective 
diseases and many types of long-term illness, including certain cases of 
tuberculosis. When necessary, education can be given by a visiting teacher. 

Although certain difficulties and disadvantages are only surmounted with 
experience, the advantages of a home care service are considerable. In 
addition to saving admissions and preventing unhappiness the home care 
project at St. Mary’s has established excellent working relationships with 
many general practitioners. For the hospital there is a sparing of beds for 
more suitable cases, although this is less important than the advantage of 
bringing the hospital trained staff into contact with domiciliary practice. 
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DurRING 1948, in the County Borough of Rotherham there were 114 deaths 
of babies under the age of one year, of which 31 were due to gastroenteritis 
which, in most cases, was contracted in hospital in spite of the strenuous 
efforts made to prevent this. In order to minimize the spread of infection, 
the Rotherham Scheme for the care of the sick child at home was instituted 
in 1949 and has continued to function satisfactorily since then (Gillet, 1954). 


PSYCHOLOGICAL CONSIDERATIONS 

There are, of course, many good psychological reasons why any sick child 
should be cared for at home if that is at all possible. Dr. John Bowlby (1952), 
in his monograph ‘Maternal Care and Mental Health’ sets out a number of 
valid reasons. There he mentions the almost complete deprivation which 
he maintains is still not uncommon in institutions, residential nurseries and 
hospitals where the child has no one person who cares for him in a personal 
way, and with whom he may feel secure. The late Sir James Spence sug- 
gested (1947) that when children must come into hospital, especially those 
under the age of 3, the mother should be admitted with the child. 

The recent report of the Ministry of Education committee on maladjusted 
children (1955) has also something to say of the evil effects of separating 
the young child from his mother. The report states that if a young child is 
assured of mother love, he can bear to be separated from his mother for 
short periods, but that during the period, 6 months to 3 years, deprivation 
can be most damaging. This can be seen in the way a child sometimes refuses 
to accept a new toy unless his mother gives it to him, and in the way he 
rushes back to his mother for protection as soon as anything goes wrong 
with his attempts at friendliness with other children or with animals. ‘The 
same report also asserts that there is much evidence available to prove that 
some children who are separated from their mothers in infancy for prolonged 
periods may as a result be predisposed towards maladjustment. Part I| of 
the Report of the Ministry of Health for 1954 stresses the value of frequent 
visiting in children’s hospitals, and suggests that facilities for this should be 
extended, whilst Part II draws attention to the schemes already in operation 
for the home care of the sick child and suggests that continued health 
education would help to explain to parents and others the child’s needs 
during illness and might encourage the development of similar schemes in 
other areas. 
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EPIDEMIOLOGICAL CONSIDERATIONS 
‘There are equally sound epidemiological reasons why the care of the sick 
child at home is of importance. These apply with particular force to the 
child with gastroenteritis. During recent years interest has increased in, and 
concern has been expressed about, the frequency of cross-infection in 
hospitals; particularly has it been noticeable that antibiotic-resistant 
strains of organisms have increased. For many years medical officers of 
health, supported by general practitioners, have striven to keep children 
suffering from measles and scarlet fever out of hospital because of the 
danger of cross-infection and consequent complications. In 1938, Allison 
reported streptococcus infection of measles patients to have taken place in 
20 patients out of 43, and more recently an editorial comment in The 
Medical Officer (1955) on dust-borne infection states that ‘it is usually 
accepted that the cross-infection rate in children’s wards is about 7 per cent.’. 
Much has also been written about the difficulties of controlling the hospital 
staphylococcus, and a leading article in The Lancet (1955) is devoted to the 
subject of “The unconquered staphylococcus’. One of the most authoritative 
contributions on this aspect of cross-infection is that of Colebrook (1955). 


Here he states, referring to the conquest over infectious disease: ‘Our hospitals 

the workshops which have enabled us to achieve the trrumph—have also, unfor- 
tunately, been the places in which grievous harm has frequently been done to a 
great many people. Patients admitted for one complaint—often one that was not a 
threat to life, perhaps a cleft palate, a hernia or a pregnancy—have contracted some 
infectious disease, and quite often have died from it’, He then goes on to produce 
voluminous evidence of cross-infection in hospital 

Many and repeated attempts at control of infection have been made: 
barrier nursing, cubicle isolation, air conditioning and the use of ultra-violet 
irradiation of the air, the oiling of blankets and of floors, and all have met 
with a variable degree of success. 

One of the most successful attempts at eliminating cross-infection is that operated 
by Mr. and Mrs. Pickerill in their Plastic Unit in New Zealand where they admit 
both mother and child, and where the mother lives with her child and does every- 
thing for him. The results appear to be excellent from both the psychological and 
epidemiological point of view. This scheme, however, is expensive and necessitates 
home arrangements being made for any other children and for the husband 


rYPES OF GASTROENTERITIS IN INFANTS 

There are many different ways of classifying acute diarrheeal disorders in 
infants, and it is sometimes difficult to separate the various types. ‘The 
following classification has the advantage of being a simple one: 

(1) Dyspeptic. (2) Parenteral. (3) Enteral or primary infective enteritis. 

We are not concerned here with the dyspeptic, except in so far as it may 
be a precursor of the infective enteritis, but we are concerned with the 
parenteral, mainly in relation to the differential diagnosis. Parenteral 
diarrhaea may be due to such things as infections of the skin, pyelitis, 
especially in little girls, and acute otitis media, which may be due to respira- 
tory-tract infections caused by influenza or an influenzal-like infection in 
the household, Possibly the most serious group from our point of view 
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includes specific infections resulting in primary infective enteritis. Some 
are due to intestinal protozoa and parasites, some to salmonella and shigella, 
whilst others have been attributed to a filtrable virus, and still others are 
associated with serologically recognized types of E. coli. ‘The direct examina- 
tion of a smear of the feces, which is the only certain method of diagnosis 
in giardiasis, is also of value in an early salmonella or shigella infection. 

Although major epidemics of gastroenteritis no longer occur in infants, 
and although deaths from diarrhceal enteritis in infants have fallen from 7.98 
per thousand live births in 1920 in England and Wales to 0.69 in 1954, 
small widespread outbreaks of gastroenteritis occur throughout the country. 
The bulk of these cases occurs in hospitals, nurseries and other institutions 
where groups of infants are housed together, but sporadic cases do occur in 
the home. One of the most striking features of the age incidence is the sus- 
ceptibility of children under the age of 2 years, with the period of greatest 
susceptibility between the ages of 3 months and 1 year. 


SIGNS AND SYMPTOMS 
The chief clinical manifestations of the disease are diarrhcea, vomiting, 
and dehydration, diarrhoea being the most constant symptom. The onset is 
often sudden, although in many cases the loss of appetite for feeds, with an 
increased number of stools, may be observed for a day or two before the 
infant becomes really ill, with green undigested stools often containing 
mucus, and occasionally blood. In severe cases the stools become large 
and watery, and the baby severely dehydrated; the degree of dehydration 
can and should serve as an indication of the severity of the case. The child 
becomes ashen grey in colour with sunken eyes, depressed fontanelle and a 
concave abdomen. The temperature may be high or subnormal, with the 
pulse rapid, and the skin hot and dry. Marked pyrexia may suggest a shigella 
or salmonella infection, but is often associated with parenteral infection of 
one sort or another. 
rREATMEN1 

In the treatment of the condition, the following points must be dealt with 
alimentary rest, replacement of fluids, specific drug treatment, nursing care, 
including the education of the mother, the prevention of the spread of 
infection and, finally, after-care. 

Alimentary rest and fluid replacement.—The first stage of treatment con- 
sists of alimentary rest, and for the first twenty-four hours half-strength 
normal saline or half-strength Hartmann’s solution can be given by mouth, 
with the addition of glucose if there is excessive vomiting. The amount to 
be given should be calculated on the weight of the baby before the onset of 
diarrhea, and should be given in the proportion of about 2} ounces per 
pound body weight (170 ml. per kg.) every twenty-four hours. Feeds can 
be given three-hourly, but if there is much vomiting it is necessary to give 
them two-hourly or even hourly. After twenty-four hours it is advisable to 
introduce potassium chloride, giving 1 gramme daily for five days in divided 
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doses in order to replace the loss of potassium. Gradual restoration to normal 
feeding should be made, using first half-cream National Dried Milk with a 
dilution of one in eight to one in six, adding the appropriate amount of 





saline or Hartmann’s solution. The strength of the feeds and the interval 
between them should be gradually increased, until one-third strength of 
half-cream National Dried Milk is being given at two- or three-hourly 
intervals. It is important that the possibility of a parenteral cause for the 
diarrheea and vomiting should not be overlooked. Careful examination of the 
ears may reveal an otitis media, whilst examination of the urine may establish 
the diagnosis of pyelitis. 

Specific drug treatment._-During the last few years, evidence has accumu- 
lated which suggests that effective drug therapy improves the patient’s 
chances of recovery from severe infective or parenteral diarrheea, but 
it still remains true that in the less severe type, alimentary rest and fluid 
replacement, together with nursing care, must be the mainstay of treatment. 
It must not be forgotten, however, that the mild case may rapidly deteriorate 
to become severe, particularly when an E. coli o111 or 055 is involved. A 
good plan is to take rectal swabs at an early stage, and to put the patient on 
the first stage of treatment as outlined above, combined with sulphadiazine, 
125 mg. per pound body weight (275 mg. per kg.) every twenty-four hours. 
If the infection is found to be due to salmonella, dysentery or giardia, 
appropriate measures can be taken. 
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here has been a good deal of criticism of the efficiency of rectal swabbing in 


general practice, but the method advocated by Smither (1953) appears to be sa:is- 
It consists in immediate inoculation of a bottle of selenite medium, breaking 
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it can be 


off the swab and leaving it in situ for transmission to the laboratory where 
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Fic. 2.——The mother is taught how to soak napkins in disinfectant before washing 


incubated for twenty-four hours before culturing. In this connexion it is also a good 
plan to ask the laboratory to carry out sensitivity tests of any organisms isolated, as 


this may be of assistance later 
If there should be failure to respond to treatment, chloramphenicol, 50 


mg. per pound body weight (110 mg. per kg.) daily can be considered. When 
severe diarrhoea continues and oral fluids fail to re-establish and maintain 
water balance, it is most important that intravenous therapy should be 
urgently considered. ‘This will almost certainly necessitate admission to 
hospital where biochemical checks can be made for blood levels of chloride, 
bicarbonate, potassium and protein, and repeated if diarrhoea persists or if 
there is a relapse. 

Nursing care and education of the mother.—-In the Rotherham Scheme a 
special home nurse visits the sick child in his home, taking with her a special 
outfit consisting of a container with all the necessary nursing equipment. 
This container stays in the baby’s home until convalescence, and in it are 
two gowns and a supply of masks, gloves, soap, a nail brush and towel, a 
receiver and a small bowl, methylated spirit, pure ‘dettol’, powder, olive oil, 
a thermometer, thermometer lotion, swabs for the thermometer, a hypo- 
dermic syringe and needles, and scissors (fig. 1). 

The extra gown is for the mother who is taught to wear it while attending 
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to baby’s toilet, while handling and washing soiled napkins, and clothing, 
but not while she is preparing the baby’s feed. She is also taught the 
importance of keeping the baby’s soiled clothing separate from those of the 
other children, and that she should soak all soiled linen for twelve hours in a 
pail containing 5 per cent. of ‘dettol’ (fig. 2). Whenever possible, this 
should be dried outside after washing. 

The baby should be handled as little as possible as most of his needs can 
be attended to in his cot. The nurse also teaches the mother to boil all 
feeding bottles, teats and jugs used for the feeds. She is taught about the 
dangers of leaving a half-finished bottle of food on the table where flies 
may alight on the teat, and contaminate it, and that bottles and teats should 
be well washed, placed in a container, boiled, covered with a clean plate, 
and left to cool ready for the next feed. The importance of hand washing 
before making a feed is emphasized and, if necessary, the mother’s attention 
is called to the unhygienic habit of testing the feed by sucking the teat. 

Prevention of spread of infection.—An important epidemiological aspect of 
primary infective enteritis is that, in spite of apparent cure, when all signs 
and symptoms have disappeared, the baby continues to excrete the specific 
organisms and may be a source of danger to other infants. In view of this 
it is advisable to ensure that rectal swabs are negative before relaxing 
precautions designed to prevent the spread of infection. 

After-care.—-Convalescence may be prolonged, and particular difficulty 
may be experienced with intolerance to fat in the diet. In a very young infant 
success may follow the use of an acidified dried milk such as ‘lacidac’, or 
evaporated milk diluted at first to conform to half-strength cow’s milk. 
Anemia, which is sometimes present, responds to iron, and vitamins should 
also be given. 

SUMMARY 
Psychological and epidemiological reasons why it is desirable to care for 
babies with gastroenteritis in their own homes are discussed. 

Treatment and after-care, based on some of the experience gained in the 
Rotherham Scheme for the care of the sick child at home, are outlined. 


The two illustrations used in this article were kindly supplied by ‘Camera ‘Talks’. 
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THE CHILD IN THE MALADJUSTED 
HOUSEHOLD 


By W. S. CRAIG, M.D., F.R.C.P., F.R.C.P.Ep 
Professor of Pedtatri s and Child Health, { miversity of Leeds 


‘Few will deny that for good or ill home plays the dominant part in a child’s 

development, and most would agree that the human relationships within its walls 
exert an influence more potent and profound than those of its material environ- 
ment’.— ‘Citizens of ‘Tomorrow’ (1955) 
More than 175 years have elapsed since Robert Raikes established a 
‘Sunday school for turbulent boys’. About the same time John Pounds 
started the ‘ragged school’ movement. Measures under the Poor Law having 
proved inadequate, Mary Carpenter and John Hanway aroused public 
interest in the needs of vagrant delinquent children. Industrial and reforma- 
tory schools evolved. In 1876, Robert Owen established a school to promote 
the welfare of children while their parents were at work in local factories. 
Later in the nineteenth century the free kindergartens gave rise to the 
nursery movement, and in the present century nursery schools for poor 
children were dev eloped as a result of the pioneer work of the McMillan 
sisters. Directly or indirectly these various activities aimed at furthering the 
health of children de spite the circumstances of their homes 

Today starvation and poverty are rare. None the less many children lack 
the sense of security and confident happiness which are essential to full well- 
being. Deprivation of this kind can arise in a wide variety of circumstances, 
many of which were referred to in the Curtis Report (1946). This report 
dealt with children deprived of a normal home life. Much depends upon the 
definition of ‘a normal home life’. Children of all ages cause parental anxiety 
because of ‘behaviour disorders’ which have no organic basis and arise from 
maladjustment within the household. To designate these children as mal- 
adjusted is misleading. To do so is to ignore the real source of trouble 
Management of these cases consists largely and sometimes solely in recti- 
fying influences within the home—nfluences which the family doctor is in a 
position to recognize and often to remedy. 

This view is supported by a detailed study made of 200 children between 
3 and 14 years of age seen over a number of years in the course of routine 
hospital outpatient practice. 


REASONS FOR REFERENCE 
Children in the series were referred by family doctors for the reasons 
summarized in table 1. All social groups are represented. The figures are 
not typical of any particular region because children in Groups 1 and 2 
include a number from homes at a considerable distance. Eighty per cent. 
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of the children came from city or urban areas, and twenty per cent. from 
rural districts. Only children whose symptoms were pronounced and not 


associated with detectable sensory impairment or organic disease are in- 














Number of children 
Reasor Social class (Registrar General 
Dot 
Il Ill I\ \ Unknown 

Unmanageable 7 5 10 2 3 I 28 
Speech disorder 2 4 7 2 3 I 19 

Severe tic mannerisms 

and other movement 
disorders 2 3 12 I 18 

Temper tantrums 3 3 8 2 I I 18 
Extreme nervousness 3 I 6 2 2 2 16 
Fecal incontinence I S I 4 2 16 
Stealing Iving truancy 4 5 I 3 2 15 
Fears 4 I I 3 9 

\pathy disinterest 2 3 2 I 8 | 
Depression I I 4 I 7 
Aggression I 3 2 I 7 
Hysterical outbursts 2 3 I I 7 

Unsatisfactory scholastic 

progress 3 2 I ’ 7 | 
Feeding disorders I I 2 2 6 
Nervous pains I 2 I I 5 
Sleep disorders 2 2 1 5 
Destructive I I 2 j 

Refusal to go to school 2 . 
Asocial I I 2 
31 27 32 15 25 17 20 

TABLE | Reason for reference by the family doctor in relation to social class (200 children 


cluded. Children excluded from the study were those with a known personal 
or family history of migrainous or allergic tendencies; those referred on 
account of enuresis as an isolated symptom; and those diagnosed as mentally 
deficient. 

General symptomatology.—The reasons for reference give little indication 
of the complexity of the disordered clinical patterns found as a result of 
inquiry and examination. Isolated behaviour disorders were present in only 
24 children and consisted of unmanageability (5), faecal incontinence (4), 
speech difficulties (4), stealing or lying (3), pronounced apathy (2), feeding 
disorders (2), aggression (1), tic mannerisms (1), hysteria (1) and temper 
tantrums (1). A complicated association of functional disorders was present 
in each of the remaining 176 children. The incidence of all disorders in the 


total series of 200 children is given in table II. 


ETIOLOGY 
In searching for causal factors, in each case inquiries were made concerning 


previous health; schooling; and emotional and physical influences operating 
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inside and outside the home. The most striking finding was the multiplicity 
of factors operating in the individual case. 


‘The appearance of symptoms was the direct result of an isolated event or 





Number of childrer 





| D rder Age ears | 

lota 

7S S-14 

] 

Unmar igeable 12 28 <1 
Temper tantrur 2 2 4 
\ggressior a 2 2° 
ier manner s and other 

| movement disorder 4 35 42 
Stealing lving truan I 21 »2 
Speeck 2 9 
Sleep 11 : 4 
Feeding 4 4 » 
\socia 3 23 2h 
Hyperactive hyperexcitabl ‘ ; ; 
Fe irs 4 2y 
Depressior 4 1< 19 
Apatl Vy disinterest 2 22 4 
Obsessions 4 12 16 
Hysterical outburst , < 6 
Demanding exc ittention 9 x ' 
Nervous par ' . 

Dullnes , ' 

Excretior - 45 <2 

ase ll Incidence of various behaviour disorders in the 
seri tf 200 children, according to ag 


situation in only nine children. Speech disorders began in one child when 
his mother went out to work; in another after tonsillectomy: and in a third 
after injury in a motor accident. Pronounced scholastic apathy developed 
in one boy after involvement in a train derailment and in a second afte 
seeing a companion killed while ‘engine spotting’. Sudden desertion by a 
father was followed by faecal incontinence in his son. A repressed life in 
lodgings accounted for depression in one child, and tonsillectomy for the 
sudden development of hysteria in another 

In 172 cases it was possible to determine with reasonable reliability the 
importance of various factors as predisposing or precipitating factors 
(table 111). In 28 children it was not possible to determine any precipitating 
factor. Careful study led to the conclusion that the development of behaviour 
disorders in these children was the end-result of prolonged, relentless and 
cumulative nervous strain. The influences contributing to emotional ex- 
haustion in these children are given in table IV. Pronounced physical debility 
considered to be secondary to the nervous condition was a feature in 16 of 
the 28 children 

There were many examples of all children in a family suffering from 
behaviour disorders The occurrence of disorders in only one child ofa 


family was often due to the child being the particular victim of a maladjusted 
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No. of children* | 
Influence | 
Contributory Precipitating 
| 
Household 
Prevailing human relations | 
\cute tension 7 
Violent behaviour 23 2 
Cold, undemonstrative, unsympathetic 15 
Attitude towards child 
Inconsistent multiple control 64 
Intolerance 28 1 
Disinterest 21 
Extreme over-indulgence 22 7 
Over-protection possessior 23 I< 
Victimization 13 I 
Overshadowed by sibling 41 26 
Other parental factors 
Illness of mother 15 3 
Illness of father 24 
Exhaustion of loss of confidence by mother 28 , 
Absence of father 54 
Return of father from active service 5 
Employment of mother $1 S 
Desertion by parent 15 2 
Rejection by foster parent 7 13 
Unwanted child 10 
Disappointment in child 9 9 
Socially ambitious 22 
Unsuitable, or lack of, child companionship 13 7 
Physical considerations 
Slum habitation 8 
Overcrowding 28 
Flat life 3 
Lodgings 7 I 
Community tactors 
Removal to new district 1s 5 
Absence of neighbourliness 6 5 
School 
First enrolment 2 
Change of class or school 2 11 
Discipline 3 
Scholastic pressure 4 5 
Examinations 3 6 
Miscellaneous 
Bereavement loss of friend 14 19 
Fright accident 5 26 
Nursery attendances 4 
Hospital admissior 6 10 
Residence in children’s home 6 I 
Adoption . 2 
Illegitimacy 12 
Dullness subnormalits 1s 
‘Problem family’ 








TaBLe III Incidence of disturbing influences within the maladjusted household, according 
to their significance as contributory or precipitating factors (172 children). 

* The numbers refer only to children in whom listed influences were considered to be 

detrimental. Thus, 60 mothers were employed but in only 46 cases did employment appear 

to contribute to a child’s disorder. 
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environment. Together, the exact nature of the environmental influence and 
the age of the child were important. In a notably small minority of cases an 


inherent sensitivity in the child appeared to be a factor 


Number 
| Influence of 
children* 

Household 
Prevailing human relations 
| Acute tensior 
| Violent behaviour 
| Cold, undemonstrative, unsvmpathet« < 
Attitude towards child 
Inconsistence multiple control - 
| Intolerance 2 
| Disinterest 
Extreme over-indulgence - 
Victimizatior 6 
Other parental factors 
IIIness of mother 2 
Iliness of father 
Exhaustior »f loss of confidence by mother 6 
Absence of father 4 
| Employment of mother 5 
Rejection by foster parent I 
| Unwanted child 
Disappointment n child s 
| Socially ambitious 
Unsuitable or lack of, child companionshy . 
Physical considerations 
Overcrowding 
Lodgings 2 
Community tactor Nil 
School factors Ni 
Miscellaneous 
Iegitimacy > 
Problem family 2 








Taste lV Incidence of disturbing influences within the maladjusted household combining 
to produce emotional breakdown in the absence of a precipitating factor (28 children) 
* The numbers refer only to children in whom listed influences were considered to be 


detrimental 


INFLUENCES WITHIN THE HOUSEHOLD 
Unhappiness of long duration was characteristic of the great majority of 
households. Tension sometimes involved all members of a family but usually 
existed between father and mother, or between parents and grandparents 
Extremes of tension took the form of emotionally frigid homes in which, 
over long periods, the father and mother exchanged few if any words: and 
households subject to frequent outbursts of unrestrained quarrelling and 
noisy violence. Few of the children were themselves the subject of physical 
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violence but a number witnessed repulsive maltreatment of their mothers. 

Second only in importance to tension in the home was the attitude of 
those in the household towards the child. /nconsistence was the most common 
finding. It arose in a variety of circumstances: as a result of dual control 
by parerts, or multiple control contributed to by relatives or neighbours. 
Mothers conscious of unreasonable irritability often sought to make amends 
by excessive attention. To the child the most bewildering inconsistence 
was that of a father’s undisguised jealousy of the attention given by his 
wife to their child. An incidental impression gained was that disagreement 
concerning discipline was especially liable to arise between parents of dif- 
ferent nationalities. Difference of creed did not appear to exert a comparable 
influence. 

Over-indulgence often assumed incredible degrees of material extravagance. 
This was explained in some instances by an almost obsessional desire of 
parents who had themselves known poverty to provide their children with 
plenty. In other cases it represented a desperate effort to succeed where 
previous correction had failed. Fear on the part of a mother lest her child 
might inherit the criminal tendencies of his father was another reason given 
for deliberate over-indulgence. Well-intentioned indulgence by grand- 
parents was a frequent source of trouble. A mother’s extreme pride in her 
house, and, even more often, a father’s irrationally exacting insistence on 
details of behaviour, manners, punctuality and personal hygiene, were a 
common source of exhaustingly monotonous discipline. 

Excessive protection and over-possessiveness were encountered in a variety 
of circumstances. The most common situation was that of the only child 
living a secluded existence with his widowed or unmarried mother. In other 
instances over-protection on the part of the mother represented an attempt 
to atone for some past wrongful act or attitude, imaginary or real, towards 
the child. No similar attitude was encountered in fathers. On the other 
hand, there were several examples of excessive protection on the part of 
relatives with malevolent intent to arouse antagonism in a child towards 
his parents. The underlying motive was not always obvious—but in some 
instances the explanation was to be found in the grandparents’ dislike of 
their daughter-in-law, and in at least two instances the unsatisfied maternal 
instincts of elderly spinster aunts. 

Near relatives rather than the parents were more prone to victimize chil- 
dren by habitually imposing upon them excessive domestic and even 
degradingly menial tasks. Children subjected to this form of treatment 
included several born out of wedlock who were unwanted by the parent o1 
relatives with whom they were living. In a number of cases an aged invalid 
member of the household was liable, however unintentionally, to expect a 
child to run, fetch and carry at his constant bidding at all hours of the day. 
The other side of the picture was illustrated by boys not yet in their teens 
who spent (not unwillingly) every spare moment during daylight and dusk 


driving farm tractors. 
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Many fathers, some unwittingly and some deliberately, caused deep 
emotional hurt by unrelieved disinterest in their child. This hurt was often 
unbearably aggravated when disinterest assumed the form of antagonistic 
rejection and when rejection was emphasized by undisguised parental 
preference for a sibling 

With notable frequency, overshadowing by a sibling or friend contributed 
to the appearance of behaviour disorders. On occasion, disturbance followed 
the birth of a younger brother or sister. A more common finding was the 
repressed sense of inferiority experienced by the child who compared un- 
favourably with a brother or sister who had greater aptitude for games, was 
scholastically more able, or possessed a more attractive personality. These 
unfortunate results were intensified when attention was focused on the 
comparison by parents, neighbours or school teachers—more especially 
where comments made in the child’s presence conveyed a sense of criticism, 
disparagement or pity. Deep hurt was caused when speech disorders were 
the subject of ridicule and when tic mannerisms gave rise to parental 
annoyance. 

OTHER PARENTAL FACTORS 

Certain specific aspects of the parental attitude require emphasis. Mention 
has been made of paternal disinterest. With striking frequency this imposed 
a burden on the mother which proved completely exhausting and which in 
many instances ultimately led to the mother losing confidence in her ability 
to control the family. It was at this stage that behaviour disorders in the 
child were usually first noticed. The sequence of events was more rapid 
where the family was large, where the family shared a home with an older 
generation, and where the mother’s health had never been robust. 

Another potent and altogether surprisingly common factor favouring this 
situation was a father’s frequent or prolonged absence from home. Absence in 
a few cases was related to profligate habits on the part of the husband. In 
general, however, it was a reflection of the father’s employment—the busi- 
ness director travelling abroad; the trade representative and civil servant 
home only at the weekend; the long-distance transport driver and, to a 
lesser extent, the railway employee; the overworked dentist and family 
doctor; and the skilled engineer temporarily employed away from home. 

Inevitably, parental illness had its repercussions on the child. Sudden 
removal of the mother to hospital was a cause of acute disturbance. On the 
other hand, mothers with chronic ailments strove to conceal their handicap 
and it was only when exhaustion was greater than courage could conceal, 
that detriment to the child resulted. In contrast, illness of the father was a 
much more disturbing feature, usually being associated with intense irrita- 
tion and often with intolerable irascibility. This last fact was accounted 
for in part by the high incidence of gastric and duodenal ulcers among 
fathers’ complaints 

Employment of the mother was a factor in no fewer than 51 cases. In many 


households tension could be traced to maternal exhaustion resulting from 
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the burden of combined employment and domestic duties. When both 
parents were working, home had little significance to many children beyond 
that of a nightly lodging place. After a hurried early breakfast the regular 
experience of some children was to be left until it was time for school with 
neighbours to whom they returned after school until their parents had 
finished work. Significantly, several neighbours helping in this way remarked 
upon the restless unhappiness of these children. No arrangements were made 
for the temporary accommodation of other children, who had to occupy 
themselves as best they could, often roaming the streets pending the return 
of their parents at night. This situation was most acute during the school 
holidays. 

Voluntary activities on the part of the mothers were not always devoid of 
undesirable results. A number of examples were encountered of children 
who knew little of satisfying home life and still less of true maternal love 
because of the mother’s absorption in social activities. 

‘Two distressing cases concerned children whose fathers were ministers of religion, 

and whose mothers undertook an inordinate amount of parochial work in addition 
to household duties although handicapped by lack of domestic help and financial 
resources. 
A nursemaid was not an adequate substitute for an absent mother in homes 
more economically favoured. One nannie of the old-retainer type proved 
to be completely uncompromising when her growing charge developed 
behaviour disorders. Frequent changes of staff aggravated the inadequacy 
of nursemaids and housekeepers as ‘mother substitutes’, and the situation 
was sometimes complicated further by the employment in succession of 
individuals of different nationalities. 

Absence of the parents was not infrequently interpreted by the child as 
equivalent to desertion or rejection. Rejection was encountered in other 
circumstances. These were instances of the unwanted child—-unwanted 
because born out of wedlock, or unwanted because the mother wished to 
resume her premarital career. Several women told of how they had lost 
interest in their children after they had passed the age of babyhood. In every 
case the children concerned were acutely conscious of rejection. The most 
tragic results of rejection were found among the children with an un- 
responsive or antagonistic step-parent. Some of the most cruel experiences 
of emotional trauma known to children arose from violently expressed dis- 
ownment of relationship and responsibility by an intolerant stepfather. An 
even more harrowing experience was that of those children who, having 
been disowned by their foster father, subsequently lost the affection and 
protection of their mother. Neglect in its most degraded form characterized 
the care given children by mothers who, separated from their husbands, had 
sunk to a sordid slum existence and immoral practices. 

Ridicule and parental disappointment were akin to rejection and parental 
disinterest in their effects. It was usually the father who indulged in ridicule 
or made his disappointment apparent. The circumstances which gave rise 
to his feelings were varied. The father who was disappointed in the results 
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of his own career was notably liable to look for reasons for disillusionment 
in his son. Fathers who disparagingly described their offspring as ‘spineless’ 
included several who were acutely conscious of their own inadequacy. Of 
these fathers a number were receiving psychopathic treatment. Expressed 
disappointment was usually evidence of resentment. The ambitious parent 
was liable to see risks of social stigma in his child’s behaviour. Aggravation 
of this attitude was met with in several instances where prospects of a 
boy being accepted by a public school were in doubt. Particularly distressing 
situations arose as a result of unfounded fears on the part of parents con- 
cerning their child’s mental state. The doubts were attributable to mis- 
interpretation of remarks made by a neighbour, clinic worker or doctor. 
Sometimes the disappointment was related to the father’s occupation or 
interests: 

As in the case of the chartered accountant exasperated by his son's arithmetical 
insufficiency; the school teacher unable to rectify his boy’s scholastic mediocrity; 


the headmaster nonplussed by the disciplinary defiance of his first born; and the 
sporting parson disappointed in his only son’s preoccupation with linguistic studies. 


A finding not confined to any one social class was that of children of slightly 
less than average intelligence being urged by ambitious parents to efforts 
beyond their capacity. Mistaken attempts to ‘teach’ were characteristic of 


home care in a number of instances. 


LACK OF SUITABLE COMPANIONSHIP 
Loneliness is a feature of the life of many only children. The present study 
revealed how often ‘the odd child out’ in the family lacked companionship, 
especially when the subject of selective parental disinterest or of invidious 
comparison. Acute loneliness sometimes followed departure of elder siblings 
to school. Suitable companionship was often lacking although needed to 
offset the disadvantage of wholly adult households, over-attachment to 
elderly relatives, and separation by a wide span of years from an elder brother 
or sister. Difficulties were sometimes contributed to by failure to recognize 
that a child was physically large for his years. ‘The tendency was for such 
children to be encouraged to efforts which over-taxed their physical and 


emotional reserves. 


PHYSICAL ASPECTS OF ENVIRONMENT 
Standards of housing conditions were not an important etiological facto: 
On the other hand, overcrowding, whether in good or inferior accommoda- 
tion, was a major factor in giving rise to tension and inconsistency in human 
relations. Life in lodgings favoured behaviour disorders by imposing un- 
natural repression on children. Flat existence exerted a similar influence on 
children in families previously unaccustomed to living in tenements. 


COMMUNITY ASPECTS 
Changes of a family’s domicile proved a disturbing influence for children in 
a number of cases. The tendency was most marked when removal had been 
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to an entirely new district, and occurred especially in neighbourhoods tra 
ditionally slow to accept strangers. In a few instances failure of a family 
to be assimilated resulted from inability of the mother to become adjusted 
to customs and standards prevailing in a strange community. Her children 
were liable to become the object of local curiosity and sometimes of ostracism 
at school. As an indication of possible trends the comment of one father 
deserves mention :— 

A professional man, living in a small town which had acquired unexpected 
importance from new highly specialized scientific developments, he commented 


upon the unfavourable impact of security consciousness on friendly relations 
between neighbours and their children. 


School influences.—Behaviour disorders were contributed to with un- 
expected infrequency by school factors. First enrolment occasionally ex- 
plained transient disturbances. A change in class involving separation from 
former companions or instruction from a new teacher was a more frequent 
cause of emotional upset. Behaviour disorders were not contributed to by 
merited punishment. On the other hand, authority dependent upon loudly 
voiced and frightening commands was a source of bewilderment and un- 
certainty to pupils who were naturally timid. Examinations and the prospect 
of examinations only occasionally aggravated, or favoured the appearance 
of, behaviour disorders. A similar result was attributable to the lengthy 
daily journeys required of one or two children attending distant grammar 
schools. 

OTHER INFLUENCES 
Among miscellaneous etiological factors, bereavement, loss of friends, frights 
and accidents were the most common. 

Fear dated back to assault in one case, to molestation in another, and t 
unexpected return after prolonged absence of a faithless father in two cases. In two 


instances children in the legal custody of the mother were occasioned deeply 
disturbing distress by meetings with their divorced father permitted by the court 


the 


Distress following bereavement was sometimes made more acute as a result 
of persistent morbid references to events by adults or by frequent pilgrimages 
to the graveside. Of accidents and frights the great majority concerned road 
incidents. 

Many of the children had attended or been in hospital at one time o1 
another. In only 16 cases was there evidence of an immediate or remote 
connexion between hospital care and the development of behaviour problems. 


Ten had been admitted as surgical emergencies and two for removal of tonsils 
and adenoids. In the remaining four cases difficulties of management followed return 
home after prolonged stay in residential hospital schools. A history of a succession 
ot readmissions for minor surgical operations was a feature in a few cases 


No evidence was found in connexion with any child that enrolment at a 
nursery, or residence in a children’s home, was of itself an important factor in 
giving rise to management problems. The method of admission and the 
precipitancy with which it had to be carried out, however, and the frequency 
of readmission were of significance. Otherwise the circumstances necessi- 


tating nursery or children’s home care were the factors of prime importance. 
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MANAGEMENT 
Inevitably management was individual to each case. Success was dependent 
upon winning the child’s friendship and confidence: and on securing the 
willing cooperation of the parents. Every endeavour was made to ensure 
that consultations were conducted in an unhurried, friendly and sympathetic 
atmosphere. In order to secure this, children and their relatives were inter- 
viewed in the privacy and quiet of the university department removed from 
the environment of a large general hospital. According to indications the 
histories given by family doctors were supplemented by personal interviews 
with mothers, fathers and other relatives; help received from the infant 
welfare and school health services; and inquiries by a hospital almoner. 
Occasionally contact was made with children’s officers and probation officers. 

Prospects of success were invariably enhanced when suggestions con- 
cerning management were put to the father as well as to the mother. 
Explanations to parents and or grandparents were often effective in reducing 
domestic tension and in eliminating factors contributing to inconsistency and 
dual control. Almoner assistance was secured to tide over financial difh- 
culties in carefully selected cases. Contrary to expectations appeals to dis- 
continue over-indulgence (whether emotional or material) were usually 
successful. Parents unaware of their failure to show sufficient interest in their 
children’s day-to-day activities often changed their attitude completely, 
School medical officers and (through their agency) school teachers, were 
invariably helpful in making any contributions asked of them. Speech 
therapy was arranged when indicated. 

Invaluable assistance was obtained from school camps, church clubs, 
boys’ clubs and youth organizations including the Boy Scouts, Sea Scouts 
and Girl Guides—the appropriate youth leader being approached personally 
by the hospital almoner. Outlets were suggested for the over-possessed 
child, and methods for securing companionship for the lonely child. When 
employment of the mother was a significant factor, some mothers relin- 
quished work; others obtained work less likely to interfere with home life; 
and in one instance approach of a factory welfare officer resulted in adjust- 
ments being made in the interests of the family. The existence of long- 
standing, mutual and violent antagonism between mother and child pointed 
to the desirability of temporary separation in one or two isolated cases. 
Benefit resulted from arrangements whereby these children stayed with 
understanding relatives who lived at some distance. In this way the concep- 
tion of family responsibility was maintained. A holiday for mother and 
child proved a valuable first step in overcoming many other difficulties. Of 
children referred to hospital on account of lying, stealing and truancy, five 
were aggressively asocial in ways which had brought them, or were liable 
to bring them, into conflict with the law. They were sent directly, or through 
the school health authority, for psychiatric study and treatment. 

Importance was attached to seeing the children frequently although the 
primary object of interviews was to discuss matters with the parents. As 
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improvement became evident intervals between consultations were extended 
Simultaneously the length of individual consultations was reduced. With 
older children benefit often followed an appeal to the child to help the 
parents in remedying the household maladjustments which had occasioned 
his or her original visit. As progress continued, visits were limited to school 
holiday periods but, to maintain a sense of mutual personal interest, the 
children were asked (and almost always responded) to write telling not only 
of progress but of outstanding incidents at school and at home. ‘Throughout 
it was impressed upon parents and relatives that advice was being given on 
behalf of the family doctor who was kept continuously informed and who 
almost invariably gave active help in implementing suggestions and recom- 


mendations. 


THE CONTRIBUTION Ol! THE FAMILY DOCTOR 
What contribution has the family doctor to make to the care and manage- 
ment of these children? In the many recent publications dealing with be- 
haviour disorders among children it is disturbing to note the scant reference 
made to the work of the family doctor. The relatively insignificant place 
accorded to the general practitioner may apply to the Metropolis and 
posstbly to parts of certain provincial cities, butin Scotland and the provin- 
ces there are many areas in which family doctors make a major contribution 
in virtue of their intimate knowledge of families in their practices. 

The early social measures referred to at the beginning of this article 
regarded the child as being the subject of disordered behaviour and aimed 
at correcting those disorders despite the home background. ‘Today there is 
general acceptance that effort must be directed towards remedying the mal- 
adjustments in the home. Evidence has been given of the infinite variety of 
household maladjustments which threaten a child’s wellbeing. No-one is 
better equipped than the family doctor to recognize and assess difficulties 
within the family circle. Allowing that a proportion of cases do require 
specialized investigation and management, no child should be referred 
unnecessarily to hospital or a special clinic. The family doctor with the 
necessary interest, patience and time can secure gratifying results in the 
great majority of cases by recognizing, and assisting to dispel, causes of 


maladjustment within the home. 
I am indebted to Mrs. M. Owen, A.M.I.A., for untiring practical assistance 
and to Mr. James Phillips, F.R.C.S., for valuable advice 
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THE CARE OF 
OLD PEOPLE AT HOME 


By LORD AMULREE, M.D., F.R.C.P. 
Physician, University College Hospital 


THE rapid increase in the number of the elderly in this country, coupled 
with a general diminution in the size of families and a high level of employ- 
ment, has led to much attention being focused recently on the welfare of old 
people. The large number of jobs available tempts any active, fit person to 
seek employment, and the higher cost of living adds another impulse to work 
and to work gainfully. ‘Thus, many who might otherwise have preferred to 
stay at home to take care of an aged relative are diverted into other fields. 

In former times a large number of old people remained in their homes 
under the care of a child or other relative. If none were available to help 
them and they found themselves unable, either for physical or financial 
reasons, to live an independent life, the workhouse was always open to them 
and was often accepted as part of the inevitability of old age. Unattractive 
though this prospect often was, a roof, a bed, adequate food and rough care 
were to be found in these institutions. In some instances, however, old 
people were ruthlessly forced into the workhouse because it was thought to 
be good for them to live under a general constant supervision. 

During recent years there has been a change in this attitude and it is now 
becoming realized that most old people would rather stay in their own 
homes among their own possessions, however meagre these may be, and 
near to their friends and families. In addition, it is probably more economical, 
unless they are very helpless, to maintain them in their own homes rather 
than to keep them in a welfare home or institution. Exact figures have not 
been produced in sufficient numbers to be sure of this, but such indications 
as there are point this way. To meet this new demand, however, poses 
certain problems and it is to a brief consideration of some of these, and their 
possible solution, that the present article is directed. 


LIVING CONDITIONS AT HOMIE 

Elderly persons should live in a ground or first floor room: too often 
economic pressure forces them to the higher floors of tenement buildings or 
to the basement of, in particular, a London house. Neither of these is really 
suitable for elderly persons who find it difficult to climb stairs. In addition, 
the basement rooms are always dark and often damp. To rehouse an existing 
tenant is always difficult but, wherever possible, this should be done. If 
an increase in rent is involved the National Assistance Board will often help 
financially in obtaining more suitable accommodation for a pensioner. 

The room, or rooms, where an elderly person lives should be near to the 
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lavatory. Such people often suffer from urgency in their desire to micturate, 
and if a suitable convenience is not immediately available, an involuntary 
incontinence may result. In addition to the unpleasantness caused to others, 
the victims themselves are embarrassed and ashamed by such an occurrence. 
If it is impossible for the elderly person to be near the lavatory, a bedside 
commode in the room will often prevent distressing accidents. 

Particular attention should be paid to the size and consistency of the bed 
occupied by an elderly person. A high double bed with a soft mattress 
is not suitable for an elderly person: it is hard to get out and this may in 
itself prove a cause of incontinence. It is strange how easy it is for in- 
continence of this sort to become an established feature: the habit is easily 
formed, and once formed is difficult to break unless a change in the whole 
surroundings is also made. A low, single bed with a firm mattress is best. 
The floor near the bed should not be highly polished; elderly people fall 
easily, and what may appear to be a slight accident may result in serious 
injury, e.g. a fractured neck of femur. 

Realizing an old person’s tendency to trip and fall, any room or rooms 
that he uses must be carefully chosen and placed. Plenty of light is neces- 
sary, especially when stairs or steps have to be negotiated: corners or bends 
on a staircase are particularly dangerous. Both carpet and linoleum should 
be in good condition and neither worn nor in holes. Falls, of course, may be 
due to a cerebrovascular accident, and it is always worth while examining 
a patient with this in view when dealing with an unexplained fall. 

A home for an old person should be arranged so that, so far as is possible, 
he or she will be protected from the accidents that may arise in the per- 
formance of ordinary household duties and activities. For example, gas and 
electric meters should be placed on an easy level so that the elderly person 
does not need to climb on a chair or to crouch on the floor to see them or to 
put in the appropriate coin. Cupboards and shelves should similarly be at 
an easy level. An arm-chair should have a high, straight back: not only does 
this make it easier for an old person to get up from the chair, but it does not 
hamper breathing in the same way as an easier type of chair will do. So 
far as possible, rooms where an old person lives should be maintained at 
an even temperature and it is important that in winter the bedroom should 
be kept at about the same temperature as the living room. This is often 
difficult to contrive and there is a lot to be said for the use of a bed-sitting 
room. 

THE PREVENTION OF LONELINESS AND BOREDOM 
Old people often lead lonely lives and loneliness is one of the main causes 
of boredom. Now boredom is one of the most fatal conditions into which an 
old person can fall. It leads to apparent atrophy of the mind, which in turn 
is followed by neglect of the body and disregard of the social habits in which 
the person has been brought up. In time this neglect will lead to a physical 
collapse which will necessitate removal to hospital where a stay of some 
length is usually involved. Physical recovery is often possible, but the mind 
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may never recover its previous alertness and, at the best, a mild degree of 
senile confusion may be a permanent legacy. Every effort must be made to 
encourage elderly people to retain their interest in life. Continued employ- 
ment is, of course, one of the best ways of ensuring this, and many firms 
and voluntary and official agencies are taking steps to encourage this. It 
must be realized, however, that if ever unemployment appears in this 
country on a big scale, the elderly employees are almost bound to be among 
the first to lose their jobs. Various local authorities, notably the borough of 
Finsbury, are interesting themselves in the employment of elderly pensioners 
and the results have hitherto been excellent. 

When employment is no longer possible, much can be done to alleviate 
boredom by encouraging an old person to join a club. Some of these meet 
every day, but the majority are only open two or three times a week. Their 
value is great: old friendships are maintained and new friends are made, 
and often a new sense of responsibility is acquired by an old person in 
having the opportunity of looking after some frailer member or in taking 
an active part in the management of the affairs of the club. Many clubs have 
chiropody clinics attached to them. These are of great benefit to the elderly, 
the condition of whose feet is often such that they remain virtually house- 
bound by reason of this alone. A club will encourage an elderly person to 
leave the house. Too often the elderly think that fresh air and exercise are 
of no help to them. When real activity is seriously limited by disease or 
frailty, the elderly must be encouraged to potter about for as long as they 
can. Skilled attention to eyes and ears is valuable: too often a rectifiable 
failure of vision has been attributed to ‘old age’. 

Cosin (1954), at Oxford, has found that the regular visit of patients suf- 
fering from varying degrees of senile dementia to his ‘Day Hospital’ is of 
great help in keeping these patients at home, with their relations. Patients 
arrive in the morning and are given work to do in the occupational therapy 
department. This lasts until lunchtime when they are given their mid-day 
meal in the hospital. This is followed by a further session in the occupational 
therapy department, after which the patients are returned to their homes. 
The work and slight degree of discipline involved seem to make them 
healthily tired and they pass less disturbed nights than they otherwise 
would. At the same time, their relatives are relieved of the responsibility of 
caring for them during the day, and are able to continue to earn their living 
as well as to keep their elderly relatives at home. 

Wireless for the housebound, and regular visiting by a friendly and 
sympathetic person also help to maintain an interest in life and with it 
independence. 

LOCAL AUTHORITY SERVICES 
The local authority can provide a home help to keep the home clean and 
tidy. A nursing service is also available to old people in their homes by way 
of the local authority. The development, under recent legislation, of the 
work of the health visitor has brought yet another service to the care of the 
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elderly, and these workers are particularly suited to advise and help where 
things in an elderly person’s life are beginning to go wrong. The local 
authority has also wide powers for repairs and redecoration of unsuitable 
rooms, and has often enabled an untidy, muddled old person to make a new 
start in clean and freshly decorated rooms where the regular services of a 
home help can assist in maintaining a reasonable standard of comfort. 


MAINTAINING AN ADEQUATE DIET 
The elderly require a good mixed diet, but tend to believe that a simple 
meal of bread, margarine and tea is enough for them. Severe malnutrition 
can result from such behaviour, and every effort should be made to ensure 
that a varied diet is eaten. 

Various bodies can provide a mid-day meal service. The Invalid Meals 
Service of London, for instance, on the production of a medical certificate, 
provides a meal, either of a specific invalid nature or of a delicacy sufficient 
to tempt the tired appetite of a frail elderly person. This service has hitherto 


been confined to London. 


THE PROBLEM OF SLEEP AND NIGHT CARE 

A serious problem can arise when an old person living alone becomes 
restless and confused at night. In a few areas a service of ‘night sitters’ has 
been established but, as a rule, these are only available to deal with some 
sudden crisis or to help out an old person’s family on one or two nights a 
week. Moreover, this is an expensive service to maintain on a big scale. 
This night confusion is sometimes precipitated by the death of one spouse 
of an elderly couple who have been living together and just managing to 
cope with their affairs. The removal of one spouse is often followed by the 
breakdown or collapse of the other who finds that he or she is no longer 
able to cope with running a normal life any more. Removal to a welfare 
home or even hospital may become necessary in these circumstances. 

If an elderly person has been accustomed to the use of alcohol, or wishes 
to try it, only good can result from its consumption, in moderation. A night 
cap of whisky is often more effective than the administration of one of the 
barbiturates. The latter should be avoided for elderly persons as they tend 
to make them drowsy and confused, and thus unhappy and awkward to 
handle. 

THE DANGERS OF HOSPITALIZATION 
It is almost a truism to write that it is difficult to arrange for the admission 
of an elderly person to hospital, unless to one of the few in the country 
which have made special arrangements for dealing with this type of patient. 
But it is often worth asking the question whether it is advisable or eyen 
wise to admit an elderly person to hospital unless the medical reasons are 
overwhelming. There are three arguments against such a hurried removal. 
First, removal to hospital may destroy the last trace of independence or 
wish for independence that an elderly person possesses. Whether it is the 
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new found comfort and care that become attractive, or whether the wish to 
be free again is just extinguished, it is not easy to judge, but the fact remains 
that admission to hospital for some comparatively trivial cause or slight illness 
may result in its being impossible for that old person ever to return home 
again. In the absence of enough suitable accommodation for such people 
provided by the local authority under Part III of the National Health 
Service Act this may well result in a hospital bed being filled for a long 
time by a patient who in no sense needs full medical and nursing care and 
treatment. Unfortunately, it is impossible to determine which patients will 
react to hospital in this way; it merely should be borne in mind as a reason 
for not encouraging too precipitate admission to hospital. 

A second reason for caution is to be found in another type of accident 
that may occur to a patient admitted either with an acute illness or for 
the investigation of some obscure complaint. When seen at home the 
patient may have seemed reasonably well preserved both mentally and 
physically and the prospects of restoration to a useful degree of good health 
have appeared good. On admission to hospital, however, a rapid deterioration 
in the patient's condition can take place, and in quite a short while he is 
either dead or reduced to such a state of senile confusion and upset that the 
outlook becomes gloomy. 

A further danger that can confront the elderly in hospital is that of 
becoming the victim of some intercurrent infection picked up in the ward. 
Some elderly patients need to stay in hospital for a rather longer time than 
their younger contemporaries so that their rehabilitation can be taken as 
far as possible. During this time, and this particularly applies to the winter 
months, acute infections arising in a ward are not at all uncommon, possibly 
arising, in the first place, from some patient admitted with an acute respira- 
tory condition. This may spread rapidly through the ward, and may result 
in the death of an elderly patient who, but for the fact that he was at that 
time in hospital, would never have been subjected to this added risk. 

To sum up, then, if an elderly patient who is ill can possibly be cared for 
at home and given there the appropriate and proper treatment for his 
condition, the practitioner in charge should seriously consider these dangers 
before deciding to apply to the hospital for the admission of this patient 
into one of its beds. 

CONCLUSION 
For the majority of people old age is no great problem: they pass their 
lives easily either in their own home or in that of relatives or friends. More 
could do so if the facts and suggestions I have given above were more widely 
appreciated. For a few, however, such a life as I have described is not 
possible, and for these some form of communal or institutional life will 
become necessary. It must not be forgotten, however, that the number of 
these people is small. 
Reference 
Cosin, L. (1954): The Practitioner, 172, 552. 








THE FAMILY HELP AND NIGHT 
ATTENDANT SERVICES IN KENT 


By A. ELLIOTT, M.D., D.P.H. 
County Medical Officer of Health and Social Welfare Officer, County of Kent 


In Kent the development of local health authority domiciliary services 
since 1948 has not proceeded at an even rate. Whilst the use of the domiciliary 
midwifery service has declined, two of the services, domestic help and 
ambulance, have shown sharp increases. In particular, the domestic help 
service has increased approximately fivefold. Although adequate powers 
were possessed by county borough, county and certain county district 
councils before 1948 to provide domestic help for the majority of the groups 
specified in the National Health Service Act, 1946, a survey in Kent in 
the autumn of 1947 showed that the equivalent of 170 whole-time domestic 
helps were engaged, whereas today the figure stands at the equivalent of 
780. Originally started as a service primarily intended for domestic assis- 
tance in households where there were mothers with young children, the 
five-fold increase in Kent has been brought about almost entirely by the 
requirements of old people over the age of 65. 


THE BACKGROUND 

The view is generally held that by continued development of certain 
domiciliary health and welfare services the demands for institutional accom- 
modation, both for sick people and the healthy aged, can be diminished, but 
a survey of the development of the domestic help service in Kent since 1946, 
so far as it concerns domiciliary services for the aged, with an analysis of the 
extent of residential care required for old people, must cast doubt upon 
this view. The accompanying graph (fig. 1) shows the number of old people 
who, directly or indirectly, have been the responsibility of the County 
Council in residential accommodation, other than sick wards, since 1930. 


It will be seen that from 1930 until 1947 there was a general decline in the 
number of healthy old people being accommodated; the figures are from 2,450 in 
1930 to 920 in July, 1948, prior to the inception of the National Assistance Act. 
Since 1948 the number of old people for whom accommodation has been provided 
has risen from 920 to 2,400 at present, and there is a waiting list of 593. In other 
words, the steady reduction which took place in the numbers of old people who 
were provided with residential accommodation from 1930 to 1948 has been sharply 
reversed and the situation today is that the gap between demand and provision is 
steadily widening. 


At the same time the amount of domiciliary care which is being provided 
for old people by daytime domestic help has sharply increased as is shown 
by fig. 2. 

This graph shows that from the beginning of 1949, when a new system of classi- 


fication was introduced, 1,100 old people received domestic help each week as 
compared with 4,200 a week now. 
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So far as the domestic help service is concerned, it is difficult to see how 
the figures revealed by these graphs can be harmonized with the view that 
an increase in domiciliary services reduces the need for residential 
accommodation. 
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Fic. 1.—Residential accommodation for the healthy aged in Kent, 1930-55 


In the pattern of change which has been manifest in the domestic help 
service since 1948 two issues presented themselves, and their solution has 
resulted in two developments of the domestic help service that are the subject 
of this article. The first issue presented itself from the increasing number 
of old people served, and it was thought that many of them living at home 
needed more attention than could be given by the usual services of nursing, 
health visiting and daytime facilities to relieve them of essential domestic 
work. This need was particularly marked in the case of old people living 
alone or with another elderly person and who, in the evening or at night, 
required help and supervision. The second issue was the function of the 
domestic help service in relation to the care of mothers and young children 
and the doubt as to whether those groups for whom the service was originally 
instituted in the decades before the war were receiving a reasonable share 
of the facilities available. The presentation of these two issues has resulted 
in the creation of two new services, separately described, which, although 
administered as part of the domestic help service, have been the subject of 
special approval by the Ministry of Health. 


EVENING AND NIGHT SERVICE FOR THE AGED 
By reason of the evident need of many old people requiring services in 
the evening or at night, the County Council, in November 1954, embarked 
on an arrangement, somewhat unusual in local government, of providing, 
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in a part of the County containing approximately a quarter of a million 
people (which is one-sixth of the total population), an experimental service 
for a period of one year. The object of the service was to provide two separate 
forms of attention: evening service and night service. 





% 


‘ 





Fic. 2.—Average number of persons over 65 years of age 
receiving domestic help each week in Kent. 


The purpose of the evening service was to provide a helper to call in during 
the evening and help old people, who were bedridden or housebound, with 
their preparations for the night. The idea was to provide a meal, hot drink, 
make up the fire and to ensure that the old person was comfortable for the 
night. The assistance was intended to be provided each evening, including 
Sunday, and experience showed that approximately half-an-hour was needed 
in each case. 

The night attendant service was to provide for old people who were 
seriously ill and who lived alone or with someone unable to care for them. 
The help was provided from ten in the evening until seven the following 
morning and covered each night, including Sunday, until the old person 
was better, removed to residential accommodation or died. Assistance was 
also contemplated for two or three nights a week to relatives who had been 
looking after an old person and who required some occasional relief. 
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Because of the large numbers of workers in the domestic help service who 
were already concerned with the welfare of old people, and who had already 
shown considerable skill and devotion in this particular aspect of their work, 
it was hoped that enough recruits could be found for the new service from 





Night service 251 
Evening service 170 
421 
Number of cases served by voluntary 
16 


organizations 


Sources of request for help in cases served by Council 
Patient’s doctor 


217 


Hospital service 50 
Home nurse 27 
Domestic help service Ro 


Other sources of request for help in cases served by Council 
Relatives I 
Neighbours 
Various voluntary bodies 
National assistance board I 
Residential services division I 
Ministry of Pensions I 

I 


x~~I I 


T.B. visitor 
M.O.H. or sanitary inspector 


Reasons for termination of the 227 night and 116 evening cases, 
where service has ceased 





Night Evening 
Improved 35 55 
To friends or relatives 23 22 
To hospital 67 25 
Died Q2 10 
Transferred to voluntary society I I 
Taken to a home 5 I 
Charge considered too high I 2 

227 116 








Taste 1.—Details of Night Attendant Service: November 1954 to April 1956. 


the ranks of those already employed and this has been borne out in practice. 
Special consideration needed to be given to the position of voluntary bodies 
whose activities include the care of old people, because the last thing the 
County Council wished to do was in any way to discourage or damage 
existing or future voluntary services. It was therefore made a condition 
precedent upon the County Council staff being employed that no action 
should be taken until the appropriate voluntary organization had been con- 
sulted and had not been able to meet the need. This consultation with the 
voluntary organizations only arose where the services of night help were 
contemplated since there is no voluntary provision for evening services. 
During the year’s administration of the pilot scheme it was found that 
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the demands on the service were moderate and no serious difficulties arose 
in providing evening and night services on the basis upon which they were 
planned. In the course of the year’s trial period, which ended in November 
1955, the cost of the service worked out at about £2000 a year; to extend 
the service to the whole of the County would, in the initial stages at least, 
result in an annual charge of about £15,000. This sum is small in com- 
parison with the total of {300,000 a year, which is the cost of the domestic 
help service, and of which approximately four-fifths is devoted to meeting 
the daytime needs of people over the age of 65. Accordingly, the Council 
sought and received the consent of the Minister of Health to an extension 
of the evening and night services for old people to the whole of the County 
area. 

The service has therefore been operating for one year, which ended in 
November last, over one-sixth of the County and from that time over the 
whole of the County as a permanent part of the health services. Up till 
April 1956, 421 old people had been provided with service (table 1). 

The average age of the old people served was 81, and the oldest person 
given evening service was 100. 


THE NEED FOR THE SERVICE 

The need for the service is, I believe, shown by three things: first, the 
fact that by far the largest number of requests comes from general prac- 
titioners in attendance upon the old people concerned; secondly, the high 
proportion of old people who die while being looked after, and the third, 
those whose condition was such that hospital treatment was found to be 
necessary. It is interesting to note that in no single case was it possible to 
transfer any of the old people looked after to residential accommodation 
provided by the Council under the National Assistance Act. The provision 
of this service has been critically examined from the viewpoint of domiciliary 
care delaying, or obviating altogether, the admission of an old person to 
hospital or an old people’s home. Because of the shortage of accommodation 
in old people’s homes and chronic sick units it has not been possible to 
produce any proof that these new services have done either or both of these 
things. What is evident, however, is that when urgent admission to a chronic 
sick unit is necessary the new services have been of value in providing a 
reasonable measure of domiciliary care for the temporary period that has 
to elapse so often before accommodation can be found in cases of real 
urgency. Many of the old people who have been given evening and night 
service have also been the responsibility of the domestic help service during 
the day, and from a direct assessment of the evidence available it is obvious 
that the new services have meant much in increasing the comfort of many 
old people during the last weeks and months of their life at home. 


FAMILY HELP SERVICE 
The development of the family help service, which aims at the provision of 
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what might be called a substitute mother for a temporary period, sprang 
from an examination of the requests received by the domestic help service 
to provide a large measure of child care in certain households and a study 
of the conditions under which children were taken into care by the children’s 
committee. The purpose of the service was to enable children to continue 
to live at home rather than be taken into children’s homes or placed with 
foster parents under the zgis of the children’s committee: i.e. 

(a) To keep the family together, to prevent the children having to leave 

home. 

b) To achieve an economy of county expenditure by avoiding taking two 

or more children into care. 

The service was begun on April 1, 1955, and it was intended to cover 
short-term periods when a mother was sent into hospital for sickness or 
confinement, or, where the mother had died or deserted her family, to 
provide temporary care for the period that the father would need to make 
alternative arrangements for the care of his children. The service was 
provided for families with two or more children and was only to be con- 
sidered where application had been made to the children’s officer for the 
children to be taken into care and she had satisfied herself that no alternative 
arrangements could be made by the parent or parents. There is, of course, 
nothing new in the idea of domestic help being provided for the care of 
families for long periods when the mother is away in hospital or is in- 
capacitated by illness from exercising her proper functions. The Kent 
arrangements, however, provided for service only to operate when the 
children’s officer had first been concerned and had asked the health depart- 
ment to provide family help as the only alternative to the children being 
taken away from home. The families containing two or more children coming 
within the ambit of the scheme can be divided into three groups: 


(1) Families where one or more of the children are under school age and more or 
less continuous day-to-day attention is needed in the home while the father is 
at work. 

(2) Families where the children are all of school age and who require services 
during those hours of the day before and after school when the father is still not 
at home. 

(3) Those families where the father is on night work and services are required to 
look after children, whether they are of school age or not, during the periods when 
he is away or sleeping during the day. 

In creating the administration for this service emphasis has been laid 
upon two points. The first is that there is no direct offer of assistance from 
the health department in any case since the request for the provision of 
family help always comes from the children’s officer. The second is an 
insistence that the father of the family shall undertake the responsibility 
for the care of his children, with such help as may be necessary, during those 
hours when he is available. The emphasis on these two points arises from 
the fact that zealous and enthusiastic welfare workers can easily find them- 
selves exercising responsibilities to children that are properly the parents’ 
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but which the latter, either by intention or incapacity, are ready and willing 
to abdicate to statutory agencies. 


ORGANIZATION OF THE SERVICE 

The procedure that operates in the provision of family help is for the local 
domestic help organizer to be notified, by telephone if necessary, immediately 
a request is received from the children’s officer for family help to be provided. 
Since the majority of cases arise from the proposed admission of the mother 
to hospital because of illness or confinement, there is a reasonable period 
of time available before detailed arrangements need be made, but in a 
number of cases help has been provided in cases of emergency within a few 
hours of the request being received. In all cases the health visitor who deals 
with the particular family is taken into consultation as soon as possible. 
Her advice is essential in assessing the very few families where the best 
interests of the children are served by taking them into care by the children’s 
committee. 

In general, however, the usual procedure is for the domestic help organizer 
to visit the home and interview the mother and, whenever possible, the 
father. Many points have to be discussed and agreed with the parents. 
Assessment and application forms must be completed and the parents told 
that a charge for the service will be made according to the income of the 
family. This, of course, would also be the case if the children were taken 
into care. The amount of housekeeping money to be allowed to the family 
help must be agreed and the parents told that the helper should pay for 
her own food. Where the service is to be provided on a non-resident basis 
the number of hours to be served must be agreed and arranged to fit in 
with the husband’s absences at work. Where residential help is being 
provided the question of accommodation for the helper must be settled and, 
if necessary, bed and bedding made available from County stores. 

A helper has then to be found who is suitable and willing to meet the needs 
involved, and several visits may be necessary for satisfactory arrangements 
to be made. In urgent cases the organizer will need to find a helper at once 
and take her to the home so that children are not left without supervision or 
food, but when the family help is instailed both the organizer and the 
health visitor concerned visit frequently. Daily visits by these officers are 
often necessary as many problems arise in the home where the helper is in 
complete charge of all the household arrangements and where there are 
young children to be looked after. When the mother is not going into 
hospital immediately, the organizer makes arrangements for the helper to 
call and see the mother beforehand and this has proved to be a most satis- 
factory arrangement as the mother and helper are given every opportunity 
to discuss the affairs of the family. In some cases parents have refused family 
help because they are sincerely of the belief that the children would be 
better looked after if they were admitted to a children’s home. In such cases 
the circumstances are reported to the children’s officer and the result is 
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usually that admission to a children’s home is refused if the health service 
workers are satisfied that the needs of the family can be met by the family 
help service. In these circumstances the majority of families accept the 
service offered but others say they will make their own arrangements and 
do so. It is particularly significant that this latter situation should arise 
because it is a condition precedent upon family help being contemplated 
that the children’s officer has been satisfied that no alternative service exists 
except to take the children into care. 


ANALYSIS OF FIRST YEAR'S WORKING 
On April 1, 1956, the family help service had been in operation for twelve 
months but such had been its success that in November 1955 the County 
Council had already sought and obtained the consent of the Minister to 
making it a permanent feature of the Council’s health services. The figures 
concerning the first year’s working of the service are: 


A. Number of applications received from children’s department 453 
B. Disposal of applications 
(a) Number of cases in which service has been provided : 
(i) Resident 27 
(ii) Non-resident 275 
302 
(6) Number of cases in which help is pending 25 
(c) Number of cases in which help has not been provided 126 
453 
C. Details of the circumstances calling for the provision 
of the service : 
(a) Mother to hospital for confinement or com- 
plications ot pregnancy or confinement II9g 
(6) Mother to hospital for treatment 156 
(c) Mother deserted the family 13 
(d) Mother died 6 
(e) Mother to convalescent home d 
302 
D. Details of families for which help was not provided 
(a) Family made own arrangements 80 
(6) Children taken into care 12 
(c) Domestic help provided 2 
(d) Difficulty cleared up 24 
(e) Not suitable or not eligible 8 
126 
E. ‘Total number of children in the families which have been 
or are being covered :— 
(a) Under 5 years 482 
(6) 5 years and over 608 
1,090 


Of the 302 families served, the number of children in each family was : 


2 children 86 families 6 children 33 families 
3 59 a 7 a 9 

4 » 54 5 , 5 - 

5 ee 25 9 = 1 family 


The total cost of the service for the year is estimated at {8000 and this 
is just under half what it would have cost to take the 1,090 children concerned 
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into children’s homes or place them in the care of foster parents. Quite 
apart from the financial saving, however, there can be no doubt that the 
provision of this service represents a very real advance towards the main- 
tenance of the children in their own homes during the absence of the mother. 


DIFFICULTIES ENCOUNTERED 

The administrative procedure that was designed for the service has been 
found to operate effectively in practice and again it has proved possible to 
recruit family helps from the staff of the domestic help service. The difh- 
culties in recruitment have proved surprisingly small in practice and, by 
the insistence upon the father taking his proper place in the management 
of family affairs, the proportion of 10 non-resident cases to 1 resident case 
has been higher than was anticipated. 

Experience has shown that the original intention of restricting the pro- 
vision of help to three months is adequate to provide for the majority of 
cases in which short-term care only is necessary, but in seven cases the 
period has been extended and the question needs to be examined in future 
as to whether, in a relatively few instances, service might be put on a more 
or less permanent basis: for example, when the mother is in a mental 
hospital with no prospect of discharge. 

Whilst go per cent. of the cases dealt with present no serious difficulties, 
in 31 cases, or 10 per cent., the home conditions presented difficulties that 
needed to be the subject of special consultation and discussion. ‘The most 
serious difficulty in these 31 cases was that of enuresis, which is one of the 
main problems encountered. The presence of enuresis means that the family 
helps are much overworked in washing, drying and airing bedclothes each 
day and, as might be expected, it is encountered in the main in families of 
low standards where there is a shortage of bedding, clothes, furniture and 
ordinary utensils for keeping the house clean. Another difficulty was that 
of obtaining adequate housekeeping money from the father for the provision 
of food for the children. 

The worst case of this was in a household where the father expected four children 
to be fed for 2s. 6d. a week. in this household the electricity had been cut off 


by reason of non-payment of bills and such cooking as was done was initially at 
the cost of the help and the health visitor using their own money. 


As might be expected, in cases in which difficulties have been met by the 
staff in that they have been unable to obtain enough money from the father 
to provide adequate housekeeping money, the staff have been helping from 
their own pockets. 

Another difficulty that was encountered in a few cases was the inadequacy 
of domestic utensils and this has led to the County Council setting up small 
stocks of essential domestic equipment which the helps may use. 

From the 31 families in which difficulties have been encountered, the 
following case illustrates the type of problem that has had to be met. 

Family help service was provided in this family when the mother went into 
hospital for her eighth confinement. Care needed to be provided for seven children 
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aged 10, 8, 7, 5, 4, 3 and 1, and the family occupied two rooms in a tenement house, 
sharing the bathroom and lavatory with another family of six persons. The rooms 
occupied were in a dilapidated condition, with the gas-stove on the landing. The 
ceilings and walls were dirty with plaster falling away from the walls, and the family 
all slept in one bedroom where there were three beds and two cots with no other 
furniture. There was no floor covering and the floor boards were still engrained with 
dirt although the family help had scrubbed them daily since she first started her 
work. The mattresses were dirty and torn and two of them sodden with urine as 
two of the children suffered from enuresis. There was no light in the bedroom and 
the domestic utensils were very scanty, there being only one worn-out broom and 
no buckets, dustpans or brushes. It was impossible for all the children to sit down 
together for meals as there were not enough cups, plates or chairs for all the family 
to have a meal at one time. Nevertheless, the husband of the family gave the helper 
10s. a day for food and on this amount she was able to provide adequate nutrition for 
the family. Two of the children were suffering from impetigo but the family help, 
under supervision, carried out the necessary curative measures. 

It should be emphasized that these socially inadequate families were 
already known to the health department through the health visiting service 
but, as is all too often the case, the services which the Council could have 
offered were, in the majority of cases, not readily accepted. Whilst there 
has therefore been in the possession of the health department considerable 
knowledge about these socially inadequate families, the amount of help 
that could be given has been limited because of the parents’ unwillingness 
to accept the services offered, an unwillingness which has often taken 
the form of a downright refusal. It is only when the family concerned has 
been faced with the refusal of the children’s department to take the children 
into care that free and unhindered access to the household, coupled with 
the daytime care of the children, has been possible. 


CONCLUSION 

It is too early yet to say whether the provision of family help in pointing 
the way to higher standards of family life can achieve a material and per- 
manent improvement in any of the families that come into this problem 
group. The fact remains, however, that the devotion of the family helps 
themselves to their work has, in a number of these difficult families, resulted 
in a marked improvement and the results of the work done and the new 
basis for the health services which has been established vis-a-vis the family 
have been rewarding in that a considerable measure of the progress made has 
been maintained. As can well be expected, this has not happened in all 
cases, but enough has been achieved in one year to offer encouraging hopes 
that one effect of keeping certain children out of the care of the children’s 
committee will lead, in future, to some real progress where the family 
concerned has not, at the time when the service started, been able to achieve 
a very high level of life. 








THE DOMICILIARY SERVICES 
AVAILABLE TO THE 
FAMILY DOCTOR 


By C. METCALFE BROWN, M.D., D.P.H. 
Medical Officer of Health and Principal School Medical Officer, City of Manchester 


Tue family doctor with full responsibility for the medical care of the family 
rightly expects all other medical or medico-social services to be readily 
available to him for his patients and their relatives. Whether these services 
are provided by a consultant or specialist or by a local health authority, 
they should not be regarded as replacing some part of the normal duties of 
a general practitioner: rather must they be regarded as auxiliary to him as 
the sole authority on family medical matters. It is true that sometimes the 
other services are remote—too remote—and that in consequence the news 
of things, beneficial though they are, that happen to his patients—in hospital 
or local authority clinic—may occasionally reach him too late and sometimes 
not at all. Normally, however, administration does work well, as indeed it 
should, and it will continue to improve if there is on the one hand a pro- 
gressive awareness on the part of those who provide the other services of 
the needs of the family doctor and his patients, and on the other hand 
increasing knowledge and experience on the part of the family doctor of the 
facilities available to him. 


THE HEALTH VISITOR 

For many years the duties of the health visitor were confined to maternity 
and child welfare—she was there to advise on the care of mother and child. 
But in recent years her scope has been much enlarged and she is now 
recognized as one who, skilled as she is first in nursing and later in social 
work, does much for the family directly, but sometimes indirectly, by 
calling in the help which her experience tells her is likely to be the most 
suitable for the particular need. Her special training provides her with 
the capacity of assisting in the many ways of maintaining and promoting 
the health and welfare of the family. Home is the best environment for 
human development and happiness—it is also the best place for teaching 
the mother of the family dependent on her—and it is there that the health 
visitor does her best work. 

Early signs of illness are often not noticed and sometimes neglected 
so that the family doctor is not approached and therefore has no opportunity 
for diagnosis and treatment. In the course of her routine visits to the home, 
the health visitor has the opportunity of observing any circumstances which 
appear to need the consideration of the family doctor—to him they are 
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consequently referred. In short, much of the preventive work in general 
practice can be done by the health visitor—but only if there is close coopera- 
tion between doctor and health visitor, with enough exchange of information 
to ensure that the efforts of each fortify those of the other and do not over- 
lap or compete. More and more general practitioners regard themselves 
and the health visitors as members of teams engaged in preventive medicine ; 
this harmonious arrangement can only be achieved when the doctor knows 
the health visitors in his area of practice. Unfortunately, however, there are 
still many doctors who do not know the health visitors or even where to 
find them. Much good work has been done in recent years in improving 
collaboration by arranging meetings between doctors and health visitors. 
The reaction of the doctors who are able to attend such meetings is always 
the same: they welcome the opportunity of getting to know the health 
visitors and sometimes indeed are agreeably surprised to find that they are 
not, as sometimes alleged, the interfering creatures who enter the homes of 
their patients and give advice contrary to their own. The traditional loyalty 
of nurses in training to the hospital medical staff is fostered rather than 
diminished when these nurses, now more mature and experienced, work as 
health visitors with general practitioners. 

Just as the duties of the general practitioner are so many and so varied 
that no list could describe them adequately, the work of the health visitor 
is equally comprehensive and therefore difficult to define. Her main duties 
include the following up at frequent intervals of sick, defective or handi- 
capped children; the ascertainment and supervision of cases in which 
neglect or cruelty has occurred or is apprehended; ministration to the needs 
of the elderly and the aged and infirm. The family doctor, concerned 
perhaps about feeding difficulties of an infant patient, may well find that 
the health visitor will be of immense help to him by reinforcing his advice 
to the patient and by paying more frequent visits to the patient if need be 
than the busy family doctor can himself conveniently make. Thus the doctor 
may find that his instructions are followed more closely by the patient than 
they would be otherwise. 

An important function of the health visitor is the prevention of infectious 
diseases and when the doctor decides to keep a case at home he can be 
sure that if he so desires the health visitor will arrange for isolation and 
proper nursing care and domiciliary disinfection. The health visitor knows 
all the voluntary organizations that provide service in her area—she can 
advise which are most appropriate to meet the needs—and, perhaps more 
important, she knows precisely how these voluntary bodies may be informed 
quickly so that no time is lost. In addition to the advantage of experienced 
selection of services for the doctor’s case, the amount of his telephone time 
saved can be substantial. 


But in everything she does the health visitor is essentially a health teacher. 
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THE TUBERCULOSIS HEALTH VISITOR 

The recent fall in incidence and the phenomenal reduction of the death rate 
for tuberculosis increase the belief that in a few years’ time this disease will 
be a public health problem of minor importance. Meanwhile the chest 
physician uses to the full the services of the health visitor in preventing the 
spread of tuberculosis in the home. Most general practitioners have been 
glad to find that their cases of tuberculosis living at home are handled 
sympathetically and well on their behalf by the team composed of chest 
physician, health visitor and sometimes sanitary inspector. Here, too, the 
health visitor helps to advise on how to obtain financial assistance, grants 
of food and the loan of bedding and nursing requisites. The tuberculosis 
health visitor, or the health visitor who includes tuberculosis in her duties, 
comes under the direction of the chest physician—and through him the 
general practitioner can readily obtain these services. 


MENTAL HEALTH SERVICE 

The family doctor brings this service into action by informing the local 
health department of the needs of his patient. The mental health visitors, 
psychiatric social workers and duly authorized officers of the mental health 
service are specialist mental health workers and by their knowledge of 
social provisions for the mentally handicapped can be of great assistance to 
general practitioners in dealing with the social problems of mental deficiency 
and mental illness. To enable the best use to be made of this specialized 
knowledge it is essential that the closest cooperation should exist between 
the doctors and these workers. 

Mental health visitors supervise the domiciliary care and progress of 
mental defectives and assist in the solution of the social problems of mentally 
defective patients in conjunction with the Ministry of Labour, the National 
Assistance Board, the regional hospital boards, local government departments 
and voluntary organizations. By liaison between the general practitioners 
and these bodies, the mental health visitor arranges for, inter alia, the 
employment of mental defectives, their maintenance financially, hospital 
care, rehousing, clothing in necessitous cases and short-term care in times 
of family crises. 

Psychiatric social workers are employed to make arrangements for the 
prevention of mental illness and for the care and after-care of persons 
suffering from mental illness or mental deficiency. This work has developed 
considerably since 1948 and experience has shown that it is best carried out 
by fully trained psychiatric social workers. 

After treatment at a hospital or clinic it is found sometimes that the 
mental patient still stands in need of skilled help and support, either to 
enable him to resume a useful and happy life or to obviate a further break- 
down in health. In cooperation with the general practitioners the psychiatric 
social workers, as intermediaries between the community and the hospital, 
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are well fitted to give this help. Patients suffering from emotional dis- 
turbances are referred to the psychiatric social workers by general prac- 
titioners if the patients appear to have social problems, and these workers 
also assist in the rehabilitation of patients discharged from mental hospitals. 
If required, the psychiatric social workers may also make arrangements for 
the convalescence of mental patients. 

Duly authorized officers, horresco referens, are responsible for taking 
initial proceedings in providing care and treatment for persons suffering 
from mental illness. These officers are notified by general practitioners of 
cases of persons believed to be of unsound mind. The cases are investigated 
and advice is given on the most appropriate methods by which treatment 
may be obtained; where necessary, proceedings are initiated in accordance 
with the duly authorized officers’ statutory duties. 


DOMICILIARY MATERNITY SERVICE 

The expectant mother having engaged her doctor may have one of the 
* midwives practising in the area as her maternity nurse for her confinement 
and lying-in period. The doctors and the midwives in all areas know each 
other well and the mutual confidence that exists provides a background for 
good collaboration. Most doctors welcome the opportunity of delegating 
some of their duties to these responsible women in suitable cases. They are 
trained in the administration of gas and air, pethidine and ‘trilene’. 

The importance of the early and expert nursing of premature babies 
is now fully recognized, and in most areas the services of premature baby 
nurses are available through the supervisor of midwives in the public health 
department. Accouchement parcels containing sterile accouchement sheet, 
sanitary towels, cotton-wool and umbilical dressings are provided if required 
for all women having confinements at home. Flying squads are readily 
available in most areas for any domiciliary emergency. The arrangements 
may vary according to local circumstances but, should the doctor himself 
have any doubt, the midwife will know the best and quickest way. 


DAY NURSERIES 

These are intended to be, if not the equivalent, at least a substitute for the 
home for the care of young children whose mothers go out to work. The 
mother of a young child is best employed and indeed most gainfully em- 
ployed, if gain may be interpreted as more than mere cash, in looking 
after her own child at home. But sometimes economics dictate that the 
mother must go out to work and sometimes an unmarried mother is able 
to maintain herself and her baby by doing so. In either case the day nursery 
is essential. The family doctor may find that here is the solution to some of 
the many difficulties he encounters in the homes of his patients—direct 
application to a nearby day nursery can be made or, alternatively, a health 
visitor, midwife or the health department will try to assist. 








52 THE PRACTITIONER 


HOME NURSING AND HOME HELPS 

Home nursing is available in all areas but generally the service will be found 
to be good in quality but deficient in quantity. The service is provided 
by local health authorities: some directly by employing their own home 
nurses; and some by using on an agency basis the excellent service of 
nursing institutions. There is no charge for this service and applications for 
assistance should go to the local institution or nurses’ home or the public 
health department. Arrangements can be made for the loan of sick room 
equipment if required. 

There is much room for expansion of this service—the difficulty is 
shortage of nurses. The progressive use of therapy by injection has increased 
the tendency to use the services of the home nurses for this purpose; 
there is in consequence a danger of overloading the home nurses with these 
techniques at the expense of the availability of the real nursing services 
which nurses can give but doctors cannot. 

Home helps.— Assistance of a temporary nature is provided in the homes of 
domiciliary maternity cases, in sickness or convalescence and for the aged 
and infirm. The home help undertakes domestic work, household shopping, 
cooking, laundry and cleansing, and care of children. There is a charge for 
this service which is normally related to income. 


PHYSIOTHERAPY SERVICE 
This service is conducted by voluntary agencies in some areas. The family 
doctor finds it of great value for his bedfast or housefast patients, many of 
whom can be brought to better enjoyment of life by the skilled services 
of the masseuse, and the physical and psychological stimulation of the 
electrotherapist. There is usually a charge. 


WELFARE SERVICE 

This service is provided by the major local authorities either through the 
public health departments or separate welfare departments in County Hall 
or Town Hall. Their duty is to look after the interests of old people and of 
anyone who is in genuine need. They provide one, but not the only, channel 
of obtaining benefits from the Ministry of National Insurance and the 
National Assistance Board. Places in homes for aged persons are found for 
those who are unable to obtain otherwise the care they need. Sometimes 
people are obliged to enter hospital for treatment leaving their homes 
unattended and the contents, therefore, at risk. The welfare service will 
look after the home and chattels on behalf of the absent occupier. 

There are some unfortunates who die at home leaving none who care 
enough or can spare enough to bury them—the welfare service accepts the 
duty of making the funeral arrangements. 


ENVIRONMENTAL HEALTH 
In town and country alike the family doctor finds sometimes, and maybe 
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oftentimes, the effects of house disrepair, overcrowding, dirt, vermin, 
rodents, noise or effluvia. If the doctor feels that any of these factors needs 
official intervention he should ask the health visitor or sanitary inspector 
or the public health department to act. They will do so quickly. 


HOUSING 

The family doctor is often asked for certificates declaring the need for 
rehousing on medical grounds. Such cases are most numerous in the 
older parts of our towns. The doctor nearly always finds little difficulty 
in providing certificates because the housing conditions provide ample 
justification for them; nevertheless, in many places priorities on medical 
grounds cannot all be given because of the shortage of new housing. These 
medical certificates are usually referred to the medical officer of health who 
has the task of trying to establish the priority of medical priorities. He has 
little difficulty in agreeing with the views of the family doctor: the problem 
arises in determining which are the neediest cases on medical grounds. 

The medical officer of health will always welcome a direct approach to 
him by the family doctor when it is felt that the circumstances of the case 
demand urgent action. 


THE MEDICAL OFFICER OF HEALTH 

The services administered by the medical officer of health are numerous 
and diverse. There are also many services not within his scope to which he 
can guide the family doctor in aid of his patient. Relations between the 
general practitioner and the public health officer are excellent throughout 
the country and it is both the duty and the privilege of the medical officer 
of health to give, or otherwise obtain, appropriate assistance as quickly as 
possible for the family doctor and his patient—and no doctor should hesitate 
to ask for such assistance. 


SUMMARY 
The general practitioner is the doctor to the family and as such has the first 
and the last say in the care and treatment of each member of the family. 
The preventive service and the hospital service are there to help the family 
doctor, not to displace or replace him. But it is a pity that it should still be 
necessary to refer in terms of three more or less separate sections to what 
ought to be a unified service. . 

Health visitors, mental health workers, midwives, domiciliary nurses and 
home helps are all available through local health authorities to collaborate 
with the doctor in the care of his patients in their homes. In addition to 
direct personal help they are able to do much in selecting and obtaining 
other services required by the family practitioner for his patients. 








THE ROLE OF THE DISTRICT 
NURSE IN HOME CARE 


By MISS E. J. MERRY, S.R.N., S.C.M., H.V. and Q.N. Cert. 
General Superintendent, Queen's Institute of District Nursing 


DuRING the past ten years there have been many changes in the type of 
nursing care required in the home, and there has also been an increased 
demand by local health authorities for district nurses who have had special 
training for this work. During this period the number of Queen’s nurses 
has increased from 4,528 in 1945, to 6,182 at present employed in all parts 
of Great Britain. 


THE MODERN ROLE OF THE DISTRICT NURSE 

These changes in the care which district nurses are now called upon to 
give have necessitated similar changes in their training syllabus, in which 
the emphasis is now more upon the varied methods of injection therapy 
and on the home nursing of acute, rather than chronic, illness. There is 
more emphasis also on the early rehabilitation of patients rather than on the 
passive prolonged bedside nursing. The health-teaching needs in the home 
have also changed, because of the better education of mothers generally in 
the care of young children and in hygiene in the home. More emphasis is 
therefore given to the care of old people and to the prevention of accidents 
to young and old in the home. 

Queen’s nurses have always worked largely with, and under the direction 
of, general practitioners from whom the great majority of their patients are 
referred. They work also with hospitals and more closely with local health 
authorities since the National Health Service Act has made these authorities 
responsible for the Home Nursing Service. The training of Queen’s nurses 
has therefore to lay more emphasis than formerly upon cooperation with 
colleagues working in the health and welfare team. Unless the district nurse 
has knowledge of the resources which are available to help the mothers, 
children and old people with whom she has to deal she will not be likely to 
bring to her patients the aid of these services. 

Nurses who come straight from hospital to work on the district are 
sometimes inclined to confine their nursing care to carrying out the directions 
of the family doctor without calling on, or even thinking of getting in touch 
with, the agencies that can help the patient. Usually, also, they need to learn 
the special requirements for the care of terminal illness in the home. 


THE GENERAL PRACTITIONER AND THE DISTRICT NURSE 
The district nurse’s role remains that of bedside nurse for the family doctor’s 
patients nursed at home. She receives her directions by telephone or message 
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from the doctor, or through the doctor’s letter handed to the patient’s 
relatives. In an emergency the district nurse can still be called in by any 
responsible person but she does not continue to attend unless the patient 
is under the care of a doctor. 

In the country village the family doctor and the district nurse, who is 
usually also the midwife and often the health visitor, know each other well 
and often meet when on their rounds, or by arrangement in a patient’s 
home for some special purpose, e.g. the opening of an abscess, or a special 
examination. The general practitioners whose patients the district nurse 
attends are her greatest support and advisers. By many a family doctor she 
has been described as ‘his right hand’. Such professional relationships are 
not so common in cities where the situation is different and where often 
the district nurse is not known individually to the doctor. In some areas 
they seldom meet, and occasionally one hears of general practitioners who do 
not use a district nurse or are under the impression that she deals only with 
chronically ill patients and those not requiring skilled nursirig. This is 
unfortunately more often the case since the advent of the National Health 
Service, as some of the voluntary committees, of which general practitioners 
or their wives were members, no longer function, and possibly also because 
many local health authorities have taken over the services directly and 
annual meetings of district nursing associations, which many general 
practitioners and the general public used to attend, have now ceased. 

There is a great desire for a closer link between the general practitioner, 
the district nurse and the health visitor, and some admirable schemes have 
been started whereby colleagues meet professionally or socially at open 
meetings. District nurses have greatly appreciated invitations to such 
meetings which general practitioners have arranged privately, and the 
Queen’s Institute of District Nursing has recently organized large open con- 
ferences and discussions on subjects relating to the home care of patients. 
These have been well attended by medical officers of health, general prac- 
titioners, health visitors, midwives, social workers and district nurses, as 
well as by lay members of voluntary committees and local health authorities. 
By these meetings it has been found that useful information is pooled, 
resulting in a greater interchange of services. 

Occasional visits of the district nurse to the doctor’s surgery are common 
when it is desired to discuss a patient’s treatment or progress. In some 
areas, usually in the country, district nurses call at the doctor’s surgery for 
some special sessions, e.g. immunizations or antenatal examinations. 


THE DISTRICT NURSE AND GROUP PRACTICES 
A new development is for district nurses to be attached to, or in contact 
with, health centres from which general practitioners are working. For 
example, Queen’s nurses are in attendance at the Darbishire House Health 
Centre, Manchester, the staff of the district nursing association working on 
a rota. At the Health Centre at Knowle West, Bristol, district nurses from 
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the Bristol District Nursing Association are available to the general prac- 
titioners who are attached to the centre. The district nurses call daily for 
messages and regularly meet there general practitioners, health visitors, 
midwives and 
clinic nurses. In 
Edinburgh, at the 
Sighthill Centre, 
which is served by 
ten general prac- 
titioners, Queen’s 
nurses from the 
Central Home 
staff the centre for 
twelve hours daily, 
dealing with emer- 
gencies and carry- 
ing out treatments 
and dressings for 
ambulant patients. 
If health centres 
and group medical 
practice are to be 
generally adopted 
and multiplied, it 
is likely that the 
service of district 
nurses will be 
greatly increased. 
It is likely also 
that in cities there 





Fic. 1 Nursing a tuberculous patient at home. 


will be an _ in- 
creasing use of 
health visitors, who can do much to help the general practitioner by visiting 
where there is sickness or advancing age, to advise on diet or general care to 
patients at home, who do not actually require the treatment and nursing 
care of a district nurse. Because of the widening duties of health visitors 
there is an increase in the handing over of patients from district nurse to 
health visitor and vice versa, and in the appreciation of each other’s role. 


QUEEN’S MALE NURSES 
For the past nine years, male state registered nurses have taken additional 
training to become Queen’s male nurses. There is an increasing demand 
by general practitioners for male nurses for certain cases, and their inclusion 
in the district nursing service has proved to be of value. They work chiefly 
with male patients but can undertake certain injections and other treatments 
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for women patients. They are often good with children, many being fathers 
themselves. 

ASSISTANT NURSES 
Although all Queen’s nurses are state registered nurses and usually also 





Fic. 2.—The ‘daily dressing’ for a little patient. 


midwives (in country areas they are often also qualified health visitors), 
during the past eight years it has been recognized that the state enrolled 
assistant nurse can successfully undertake certain types of district nursing 
work. It is generally accepted that assistant nurses should work closely with 
the trained state registered nurse, who should delegate to her those patients 
whose nursing treatment is within her skill. This includes bed bathing, 
general nursing care of patients with prolonged illness (fig. 1), simple 
dressings (fig. 2) and other procedures which the assistant nurse has learnt 
during her training in hospital. About 10 per cent. of district nurses are 
assistant nurses, but it is likely that double this number could be so employed 
if they were available at the present time, and probably more in the future. 


NIGHT NURSES AND NIGHT SITTERS 
Some type of night service is usually available through the organization 
directly providing the district nursing service, whether this be the local 
health authority or the district nursing association. In a few places there are 
full-time fully trained district nurses appointed for night nursing, or they 
may undertake these duties on a rota. Often their skilled nursing care may 
be urgently needed for a patient for only two or three nights after which the 
relatives can manage, or a sitter-up may be available to carry on. Sitters-up, 
who are not nurses, do not undertake actual nursing procedures, but are 
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valuable in relieving relatives and in giving the kind of attention which 
members of the family would give. 


DISTRICT NURSING LINKED WITH HOSPITALS 
Although a certain proportion of patients have always been referred from 
hospitals to district nurses for dressings or for nursing care, the number of 
such cases is increasing, and there is a greater knowledge of the work and 
qualifications of district nurses, partly due to the modern practice of hospital 
staff—sisters, tutors and student nurses—paying visits of observation with 
district nurses and seeing the skilled work undertaken. There is a shortage 
of hospital beds, particularly since the coming into force of the National 
Health Service Act, and there is a realization that it is much more costly 
to the nation for patients to be nursed in hospital than in their own homes. 
Therefore more cases than formerly are referred from hospital for prepara- 
tion at home before operations and for home care soon after operation; in 
such cases district nurses are asked to remove stitches and to give the skilled 
postoperative nursing required for the many minor operations performed in 
hospital. Under one scheme, patients who have undergone hernia operations 
are not returned to the ward but straight to their own homes. In another 
new scheme, district nurses attend patients at a centre where they have shock 
therapy treatment, thus relieving hospital ward or outpatient beds. The 
Cambridge Home Care Scheme, which has now been established for six 
years, has recorded an average saving of approximately four bed days per 
patient in an analysis of two hundred patients discharged early from the 
surgical wards to the care of home nurses during one year. A recent report 
states that the scheme is greatly appreciated by the patients and that some 
of them, especially children and old people, recover more quickly at home 
because they can sleep better and can have their relatives close at hand. 


THE WORK OF QUEEN’S NURSES OVERSEAS 
The role of Queen’s nurses is widening more than ever before beyond Great 
Britain. There is a demand for Queen’s nurses in most countries and 
especially in the British Commonwealth. Usually they are required to be 
public health nurses in the widest sense, practising as health teachers, home 
nurses and midwives: i.e. as generalized public health nurses. In no country, 
except in Great Britain, has a complete district nursing service been estab- 
lished to cover all the rural areas as well as the cities. In many countries, a 
general-practitioner service as we know it in Britain does not exist. There 
are private doctors but they attend only those who can afford substantial 
fees, and the family doctor, who attends to all who apply to him, whether 
‘registered, fee paying, or in his debt for many years, is unheard of. Under 
such conditions district nurses have to work on other lines, limiting their 
activities to patients attached to hospitals or health centres and without the 
close help and support of the general-practitioner service which remains the 
background of the district nursing service in Great Britain. 








THE ELICITATION AND 
INCIDENCE OF NEUROLOGICAL 
SIGNS IN THE AGED 


By R. C. F. SMITH, M.D., D.P.H. 
Geriatric Department, General Hospital, Sunderland 


A PERUSAL of almost any textbook of medicine is apt to lure the uninitiated 
into the comfortable doctrine that the demonstration of physical signs is 
simplicity in itself. Nothing is further from the truth, particularly in the 
elderly, and the tyro soon realizes that there are such stumbling blocks as 
‘query nystagmus’ and ‘doubtful Babinskis’. It is the purpose of this 
article to clarify some of these problems, but only well-known tests will be 
described. That a standard regime in examination is a sine qua non is agreed 
by all. In particular, the patient should be warm (especially the extremities), 
lying comfortably in bed and screened from observation. By such means 
the normal tonus of the muscles is not enhanced and therefore increase of 
reflexes, pseudo-clonus and tremors are in abeyance. 


THE EYE REFLEY TO LIGHT 
This reflex should be tested by the patient fixing his gaze on a nearby 
object some twenty inches (0.5 metre) away—the forehead of the examiner 
is convenient. The fixation of his visual distance results in maintaining a 
steady focus so that the contracting reflex to convergence is avoided. At 
the same time the opposite eye should be covered to prevent the indirect 
light reflex stimulating the sphincter pupillz. 

Absence of the light reflex may be due to: (a) local inflammation of the iris; 
(b) a lesion in the pathways of light: that is, the retina, optic disc, optic nerve, 
chiasma, optic tract, superior corpora quadrigemina, lateral geniculate bodies, 
pulvinar, Maynert’s fibres, ciliary ganglion, ciliary nerves, sphincter pupillz; 
(c) lesions of the third nerve and its nuclei; (d) palsy of the sympathetic tract from 
the midbrain, cervical cord centres or peripheral fibres to the dilator pupillz. 

In this hospital, patients with absence of the light reflex were uncommon. 
In 34 cases the cause was found to be due to posterior synechiz in 10, 
primary optic atrophy from an unknown degeneration of the optic nerve in 
three, tabes in seven, subarachnoid hemorrhage in three, cavernous sinus 
thrombosis in one, aneurysmal dilatation of the posterior communicating 
branch of the circle of Willis in three, pontine hemorrhage in four, aortic 
aneurysm in one, and one each of encephalitis lethargica and cycloplegia from 
degeneration of the ciliary ganglion. Abnormalities in size of the pupils were 
rare. As is usual with advancing years, the pupils become small. Another 
important factor tending towards miosis was a heightened blood pressure 
owing to the arterioles of the iris becoming straightened. Dilated pupils were 
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found associated with low blood pressure, due to arteriolar retraction, but 
even in these cases the pupils were not so large as in young persons. 

Enlargement of the pupil from sympathetic stimulation was seen in four 
patients with mediastinal lesions, in seven with acute mental states due to 
excess of adrenaline or hypothalamic stimulation, and in one case of tuber- 
culous cervical glands exerting pressure on the carotid sheath. As a result of 
sympathetic stimulation, there was tension of the muscles of Muller and 
the levator palpebre superioris, together with the appropriate signs. 

Internal ophthalmoplegia causes loss of the light and accommodation 
reflex and also the paradoxical pupillary reflex. We had 14 patients with 
internal ophthalmoplegia due to palsy of the nuclei of Edinger-Westphal 
and Perlia. The fibres of the nuclei of the former constrict the sphincter 
of the iris and the latter enervates the ciliary muscle of the lens for the 
purpose of accommodation. The causative factor was tabes in six cases, 
virus encephalitis in three cases, diabetes mellitus in four and a growth 
affecting the upper part of the quadrigeminal plate in one. 

All patients with a normal eye reflex to light had, in addition, a positive 
Tourney’s reflex, which shows dilatation of the pupil when it is strongly 
abducted. This test is not dependent upon the amount of light entering 
the eye but on relaxation of the suspensory ligament of the lens when 


the eye is abducted. 


NYSTAGMUS 
Nystagmus, which may be defined as bilateral involuntary oscillation of the 
eyeballs, is best demonstrated by fixing the patient’s head and asking him 











Age-group No. Cases of nystagmus Incidence of nystagmus 
60-65 32 5 16 per cent. 
65-70 32 2 6 per cent. 
71-80 32 I 3 per cent. 

SI- 4 I 25 per cent. 
Tas_e I.—Incidence of nystagmus in a series of 100 ex-coalminers. 


to follow in all the visual fields a white moving object held at least 20 inches 
(0.5 metre) away so as to enable the patient to fix his accommodation. The 
latter is important, especially in the aged in whom presbyopia is high with 
resultant receding of the fixation point. 

A pseudo-nystagmus was seen in 21 out of a series of 100 normal subjects. 
It consisted of jerky movements at the extremity of the excursions. This 
condition occurs when vision to the fixing eyes is beyond the extremities 
of the visual rods and cones in the retina. 

Retinal nystagmus is usually pendular, other types are unequal. A retinal 
form was seen in an albino in whom the visual purple was diminished. It 
was also found in nine out of a series of 100 ex-coalminers (table I). In 
miners it is due to the fact that there are no rods in the macula, with the 
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result that the eyes make searching movements in the dim light so that 
the rod-bearing part of the retina may cause fixation on an object. The 
nystagmus tended to disappear slowly as age advanced. Retinal nystagmus 
is also found in cataract and retinal disease. Auditory forms of nystagmus 
occurred in all five patients suffering from vestibulitis and labyrinthitis. 

The cerebellar causes of nystagmus seen in this unit were: injury (one 
case), neoplasm (three cases), otitic abscess (two cases), sclerotic plaques 
(seven cases), atrophy of the white matter (three cases), atrophy of the 
pathways (six cases), thrombosis of one of the three cerebellar arteries of 
either side (17 cases), infective and toxic states (one case). Of the seven 
cases of ataxic vestibulitis, one was due to phenytoin, two to streptomycin 
and one to polyneuritis, whilst three were associated with Méniére’s disease. 
The cerebellar atrophies seen in this hospital were Marie’s delayed cere- 
bellar cortical atrophy which is a relentless pure progressive cerebellar 
syndrome, and the olivo-pontine cerebellar form of Thomas. In the latter 
there is degeneration of the cerebellar peduncle and the rubro-dentate tract 
on its way to the basal ganglia so that there is facial rigidity as well as 
ataxia; otherwise the picture resembles Marie’s type. Hemorrhage into the 
cerebellum is rare and in the two cases I have seen, death occurred on the 
same day owing to the blood extending into the fourth ventricle. 


ATAXIA 
Ataxia is a condition in which voluntary movements are imperfectly con- 
trolled and should not be confused with vertigo or dizziness in which there 
is impairment of the sense of equilibrium. There are two forms of ataxia: 
sensory and non-sensory. 

Sensory ataxia refers to the cerebrum, crura, pons, medulla, spinal cord and 
peripheral nerves: or, in other words, all the sensory afferent neurones in the 
posterior columns of the spinal cord. Non-sensory ataxia depends upon a lesion 
of the cerebellum or its pathways, in particular the vestibulospinal tract which 
has connexions with the dentate nucleus of the cerebellum, the ocular nuclei and 
the semicircular canals. 

Sensory ataxia was seen in its fully developed form in moderate peripheral 
neuritis, tabes dorsalis, subacute combined degeneration, sclerotic plaques 
in the medulla, pons and crura, i.e. the fillet. Acute alcoholism and acute 
and chronic barbiturate poisoning are the commonest causes of ataxia. One 
of the severe cases of ataxic movements seen in this hospital followed over- 
medication with ‘dial’ in a patient suffering from pneumonia. Several 
patients with thrombosis of one of the cerebellar arteries have been seen in 
this department. The most common form (sixteen seen last year) is a block 
in the posterior inferior cerebellar artery, with a cerebellar syndrome and 
palsy of the quintothalamic tract on the same side, together with paralysis 
of the 6th, 7th, 8th, 9th and roth nerves. There is also involvement of the 
spinothalamic tract, with resulting loss of pain and temperature sense of 
the opposite side. The good prognosis of these forms of thrombosis, which 
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may be complete or partial, is probably due to the presence of a Horner’s 
syndrome, with resulting dilatation of the affected vessels. There were five 
cases of thrombosis of the superior cerebellar artery, with loss of pain and 
temperature on the same side as the ataxia, and two of the anterior inferior 
cerebellar artery showing, in addition, some ataxia of the upper limb. 

Hysterical ataxia was uncommon in patients treated at this unit. There 
were six and all were females. Each showed gross ataxia in walking and in 
standing; they were equally ataxic whether the eyes were open or closed. 
Nystagmus, intention tremor and syllabic speech were absent and repeated 
movements of the hands were normal. The heel-knee test while lying in 
bed revealed no ataxia. Neither was there ataxia while standing and reading 
print, or when the patients repeated what they had read without fixing their 
eyes on an object. When they ceased talking, however, ataxia promptly 
returned. Subsequently, given encouragement, and by creeping round the 
house holding on to furniture, these patients slowly improved. 

The Romberg test for indicating ataxia was first described by Heinrich 
Moritz Romberg of Berlin in 1896. It is one of the classical tests and 
requires some care to demonstrate it. Merely to ask the patient to put his 
feet together and close his eyes, and then, if he sways, to state that the 
test is positive, is wrong, because he may sway before the eyes are closed. 
To perform the test properly the patient must be directed to stand with his 
feet as near together as he is able to do without swaying. Having thus 
established his stability with the eyes open, he must then be told to close 
them. If he now sways or falls, the test is positive for sensory ataxia. 

Pure cerebellar ataxia is not affected by this test: i.e. the patient is as 
ataxic whether the eyes are open or closed, but in some cases of lesions 
of the tracts of the posterior columns of the cord—the direct and indirect 
tracts of Gowers—that ascend in the cerebellar peduncles, there is a mixture 
of sensory and non-sensory ataxia, so that the patient is ataxic when the 
eyes are both open and closed, only more so in the latter. The reason for 
this is that the direct tract of Gowers enters the inferior cerebellar peduncle 
directly from the medulla, but the indirect tract, after entering the pons, 
decussates to the original side and finally enters the superior cerebellar 
peduncle, whilst the main part of the tract enters the fillet to the cerebrum. 


THE ABDOMINAL REFLEXES 

These are true cutaneous reflexes and are obtained by scratching the skin 
of the abdominal wall. The segments correspond to the 6th to the 12th 
thoracic vertebre. Care is required to stimulate the skin only and not the 
underlying muscles by too vigorous stroking; otherwise a pain withdrawal 
reflex of the abdominal wall will result. The head should be flexed on a 
pillow and also the knees. In those subjects who are nervous and excitable, 
with resulting increased tone causing tenseness of the abdominal wall, the 
reflex may be obtained at the end of expiration: the patient meanwhile 
lying prone and looking upwards. 
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‘hese reflexes are always present in young people, but at any age diminu- 
tion on one side is strong presumptive evidence that a pyramidal tract lesion 
is present. In a series of 100 men in whom there was no neurological disease, 
I found the abdominal reflex present in 66 per cent. of those in the 60 to 
70 years age-group, 61 per cent. of those aged 71 to 80, and 42 per cent. 
of those aged 81 years or over. The figures for a comparable series of 100 
women were 8 per cent., 9 per cent., and 8 per cent. The reflex was often 
absent in the presence of a lax abdominal wall, old age, operation scars 
(section of cutaneous nerves) and gross overweight. 

When the reflex is absent it is impossible to obtain it by reinforcement, 
e.g. Jendrassik’s method, as this only results in tightening the rectus 
muscles. The responses in the upper quadrants are always the most brisk 
and are the last to go. One should draw the instrument from without 
upwards in the superior quadrant and in the opposite direction in the lower. 
When the reflex is present the umbilicus is jerked towards the finishing 
part of the stroke: e.g. upwards and to the left in the left upper quadrant. 
Unilateral diminution or absence of the abdominal reflex may be shown by 
drawing a pointed instrument, in the middle line, from the xiphoid process 
to the pubis. In subjects with normal reflexes, the stroke results in the 
umbilicus being drawn upwards or downwards in the middle line according 
to the finishing part of the stimulus. In the obese patient in the younger 
age-groups the reflex may be felt rather than seen, if the flat of the hand 
is laid on the abdomen and the stroke made on the same side. 


THE KNEE-JERK 

There is no such condition as a normal knee-jerk: the response varies so 
much, not only in individuals, but in the same person at different times. 
Expectancy and mental stress, for instance, increase the tone in the 
quadriceps muscle and tend to a brisker jerk. Absence or diminution of one 
knee-jerk is strong presumptive evidence of some organic disease of the 
reflex arc. In order to demonstrate this reflex there must be adequate tone 
in the quadriceps muscle to cause sufficient stretching of the muscle. Often, 
tone may be built up by Jendrassik’s reinforcement method or by the 
patient pressing his toes against the end of the bed, with the knees slightly 
flexed. Tone may be increased by summation: i.e. frequent small blows 
with the percussion hammer on the patellar ligament. In other cases of 
absence of the reflex a sudden sharp downward blow on the ligament will 
stretch the part and result in a reflex response. 





Men Women 
Age-group 
Present Absent Present Absent 
60-70 34 Ss 38 ~— 
71-80 28 6 44 I 
80- 10 14 | 14 3 








Tasie II.—Incidence of the knee-jerk in 100 men and 100 women with no evidence of 
neurological disease. 
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Table II shows our findings in 100 men and 100 women with no evidence 
of neurological disease. In the vast majority of cases osteoarthritis of the 
knees was responsible for the absence of the reflex. 

In this unit a fairly frequent neurological sign is an exaggerated knee- 
jerk on one side together with an upgoing toe but with no other evidence 
of a stroke. The story is generally that the patient notices stiffness of one 
leg on mounting stairs, but no great disability. These patients appear to 
have had a thrombosis of a branch of the anterior cerebral artery to the 
paracentral lobule. Others with this disability have later developed a frank 
thrombosis of either the whole of the anterior cerebral artery with a block 
in the parieto-temporal branches, or of Heubner’s artery and the branch to 
the corpus callosum and exhibited the classical syndromes of obfuscation, 
apraxia, impairment of sensations and a complete hemiplegia. 


THE ANKLE-JERK 
These reflexes are often absent at the extremes of life. As in other tendon 
reflexes, stretching of the muscle prior to the stimulus is essential. Although 
best elicited by the patient kneeling on a padded chair, it may be obtained 
by the subject lying supinely in bed, the knee quarter-flexed with the leg 
rotated laterally. Upon dorsiflexing the foot a sharp blow is struck on the 
tendon of Achilles. 





Men Women 
Age-group 
Present Absent Present Absent 
60-70 44 3 10 2 
71-380 14 12 6 39 
8o- 5 19 4 17 





Tasie III.—Incidence of the ankle-jerk in 100 men and 100 women with no evidence of 
neurological disease 


Table III shows our findings in 100 men and 100 women, with no evi- 
dence of neurological disease. Old age was the commonest cause of absence 
of this reflex. Others included laxity of the tendons due to prolonged bedfast 
and lack of tone, edema of the ankles and osteoarthritis. 


KNEE AND ANKLE CLONUS 

Clonus may be defined as a rhythmical contraction, of some eight cycles a 
second, of the patella or foot while under constant pressure. The cause is 
essentially an increase of tone of the vestibulospinal tract and its con- 
nexions to the dentate nucleus in the cerebellum. To elicit ankle clonus the 
patient should be on his back, with the knees slightly flexed, the foot well 
rotated out and firm pressure applied to the sole. True clonus is maintained 
as long as the pressure continues. Pseudo-clonus has a tendency to cease 
after twenty to thirty irregular jerks of the foot. 

Common causes of pseudo-clonus are coldness of the feet, when it is com- 
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parable to chattering of the teeth, and nervous states. In true clonus a 
contra-synergic movement will tend to stop the motion: e.g. firm flexion 
of the big toe. True clonus is always an indication that the damage 
to the pyramidal tract is more extensive than lesions producing only a 
Babinski reflex. For instance, a condition not uncommonly encountered 
in this department is a monoplegia due to thrombosis of the para-central 
artery to the frontal lobe, and these patients have a Babinski response but 
no clonus. On the other hand, a cord lesion, such as a fracture-dislocation 
or neoplasm, removes the restraint of the extra-pyramidal tracts with 
resulting increased tone and clonus. Table IV shows the findings in a series 








Babinski sign True clonus Pseudo-clonus 
Men 40 4 4 
Women 40 2 7 
Tas_e IV.—Findings in 40 men and 40 women with hemiplegia. 


of 40 men and 40 women with hemiplegia. Of 14 patients with either a 
fracture-dislocation of the lumbar vertebra, fracture of the neck, or neoplasms 
of the vertebrz, all gave bilateral Babinski signs together with true clonus. 


rHE EXTENSOR PLANTAR RESPONSI 

The extensor plantar response was first described by Felix Babinski, in 
1896, in an article containing twenty-eight lines. Later, an avalanche of 
papers of thousands of words appeared. Like other well-known eponymous 
descriptions it has withstood the test of time. We have found that the best 
way to test for this reflex is to have the patient lying on his back, the legs 
slightly flexed and each foot everted so that the outer border is in contact 
with the bed. It is essential that the skin should be warm and dry. Having 
grasped the ankle firmly, a stroke is made slowly from the heel along the 
outer sole of the foot to the base of the big toe. The result will be one of 
four reactions: 


(1) The plantar reflex is present, in which case all the toes become plantar flexed 
and the greater the stimulus the greater the flexion. A stronger stimulus may cause 
the foot to be jerked proximally. 

(2) The stimulus may result in a sharp backward jerk or ataxia of the foot and 
leg together with extension of the toes. This is a withdrawal reflex and occurs when 
the tone is high; it is associated with exaggerated knee-jerks. No useful information 
may be gleaned from such a reflex. The foot should be stimulated at a point where 
the tonus is less. ‘The instrument may be drawn on the dorsum of the foot, from 
heel to toe, beginning near the mid-line and working with successive strokes to- 
wards the lateral border until a steady reflex is obtained, which in the majority of 
cases will be plantar. It may be helpful to grasp the toes, except the big toe, and 
observe the direction of movement of the latter. 

(3) No movement of the toe or toes occurs. This is apt to cause confusion in the 
interpretation and is often referred to as a ‘doubtful Babinski’. In the vast majority, 
the problem may be resolved as follows: 

(a) By the reinforcement method of Jendrassik. 

(b) By an assistant pressing the knee firmly in extension with the foot vertical 

(c) By observing carefully the movement of the big toe; if, in rare cases, there 
is no movement of the big toe, the extensor plantar reflex is absent. 
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(4) A Babinski reflex is obtained. This is a slow extension of the big toe, followed 
often by fanning and extension of the others. The criterion is the movement 
of the big toe. 





Plantar response Withdrawal reflex | ‘Doubtful Babinski’ 
Men 57 26 17 
Women 40 42 18 





Taste V.—Plantar response in 100 men and 100 women without evidence of disease of 
the central nervous system. 

Table V shows the plantar response obtained by the routine method in 
100 men and 100 women without any evidence of disease of the central 
nervous system, whilst table VI shows the results obtained by reinforce- 
ment methods in the 35 subjects who gave a ‘doubtful Babinski’ by the 
routine method. 

I have not found the employment of other tests helpful in elucidating 
this sign. In fact, Oppenheim’s test is always negative with a flexor response, 
but is often absent when a Babinski sign is present. On the other hand, 





Pressure on Both Jendrassik No reflex 
Jendrassik knees and pressure at all 
Men 3 normal 6 normal 5 normal 3 
Women 1 normal 8 normal g normal 








Tas._e VI.—Plantar response obtained by reinforcement methods in 35 subjects who gave 
a ‘doubtful Babinski’ by routine method (see table V). 

Gordon’s sign is often feebly present with a flexor response. A crossed 

plantar response was often present with heightened tone of the muscles and 

occurred in pathological as well as in healthy subjects. 

Wartenberg’s sign is an inverted Babinski of the thumb. This is a test to 
demonstrate an upper motor neurone lesion of the arm. Normally, when 
an observer attempts to flex, against resistance, a subject’s extended fingers 
towards the palm, the thumb becomes abducted. Following a monoplegia 
of the upper limb the reflex becomes reversed and shows strong adduction 
and flexion of the thumb into the palm. In those cases in which doubt is 
present as to which way the thumb moves, a reinforcement test, by clenching 
the opposite hand, and the teeth, will result in a movement in a certain 
direction. In 28 cases of hemiplegia the sign was positive in every patient. 
In 100 normal persons the reflex was positive in three on either side. 

SUMMARY 
An endeavour has been made to show: (1) the correct method of demon- 
strating both normal and pathological neurological signs; (2) the incidence 
of normal signs in the older age-groups. Much of this information is to be 
found scattered about in various text-books and articles. What I have 
attempted is to weld the knowledge gleaned into a compact whole. 


I wish to express my appreciation to Dr. O. Olbrich for his encouragement in 
the preparation of this article. 

















OBSERVATIONS ON THE DIAGNOSIS 
OF ACUTE APPENDICITIS 
IN CHILDHOOD 


By J. B. BINKS, M.B., F.R.C.S. 
Senior Surgical Registrar, Royal Hospital, Wolverhampton 


Tue adult hiding his symptoms behind a spate of irrelevant verbiage and 
his signs behind four inches of fat often waits upon laparotomy for the 
ultimate solution to the question: ‘Is it appendix, gall-bladder or leaking 
ulcer?’. Not infrequently one’s diagnostic abilities cease after deciding 
whether it is an abdomen to be explored or one to be watched. 

In childhood the question becomes at once more imperative and at the 
same time more difficult. Imperative, because powers of resistance are much 
less and powers of localization negligible—a true resolving sealed-off 
appendix abscess is a rarity under five. Difficult, because the history is all 
too often fragmentary and at best second hand. The information accruing 
from this has to be integrated with the data gained from examining the 
abdomen of the sleepless, nervous and apprehensive child. 

As with all essays in diagnosis a routine is a necessity, consideration of 
symptoms and signs being followed by the weighing of alternative possi- 
bilities. 

SYMPTOMS 

Abdominal pain is the predominant symptom. If the pain is not sufficient 
to have kept the child awake or at least to have interfered seriously with 
sleep it is unlikely to be a case of acute appendicitis. It may be an ache or 
a colic. It may start in the mid-abdomen, or over the appendix which, it 
must be remembered, may be situated anywhere from the left iliac fossa via 
the right hypochondrium and right iliac fossa to the pelvis. Appendicitis in 
subjects with an undescended caecum is much more commonly found in 
childhood than in adult life. Should the classical story of a pain moving 
from central abdomen to right iliac fossa be obtained the diagnosis is made: 
we have found this infallible apart from a case of Meckel’s diverticulitis 
which gave the same story. 

Subacute attacks preceding a final acute episode are common. Diminution 
in pain following rupture is a distinct entity but signs of increasing toxemia 
indicate the true course of events. Not uncommonly, children with a week's 
history of abdominal pain are said to have acute appendicitis. This must 
be most rare. 

Vomiting is an important constituent of the history. In adults, nausea or 
retching is often all that is complained of. This is not true of children, 
in whom vomiting occurs at some stage in over ninety per cent. of cases. 
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Its onset should follow that of the pain. A normal bowel habit, or consti- 
pation during the preceding few days, is usual and not significant. Diarrhoea 
and mucus indicate the necessity for further inquiry. Frequency and dysuria 
in conjunction with confirmatory symptoms and signs demand appendi- 
cectomy rather than treatment with sulphonamides. Cystitis is rare in boys. 

Anorexia is usual following the onset of pain. Children who have eaten 
a normal meal subsequent to the onset of pain and before being seen do 
not as a rule have acute appendicitis. 


SIGNS 
General appearances vary a great deal. A child who appears in good health 
and walks to hospital may have an acutely inflamed appendix. Clinical 
evidence of dehydration is apparent early in childhood: a thin pale face 
with sunken eyes is common after twelve hours and almost invariable if 
there is concomitant peritonitis. The tongue is often heavily furred and the 
breath has a peculiar smell not entirely due to acetone. 

Active ale nasi demand careful examination of the chest. Evidence of 
tonsillitis or pharyngitis should be sought and a glance spared for the con- 
junctive. The chest is worthy of great respect: anesthesia and pneumonia 
are a dangerous combination. 

The abdomen, examination of which should settle all doubts, is often a 
source of disappointment. Not least of the difficulties is recalcitrance on 
the part of the patient. Short of actual crying there may be voluntary 
guarding of the whole abdomen, which disappears if the child’s confidence 
is gained and his attention diverted. The most reliable sign is rebound 
tenderness. We have often noticed the gross disparity between the state of the 
appendix at operation and that prognosticated at examination. This depends 
in a measure upon the site. Over 60 per cent. are retrocecal but the degree 
to which they are retrocecal varies and often a bulbous congested tip lies 
free in the flank, producing a high localized point of tenderness. 

Time and again a second visit to the patient while asleep has been 
rewarded. The demonstration of tenderness in the relaxed abdomen of the 
sleeping child is a most valuable manceuvre. The value of a routine rectal 
examination is much over-rated, often giving no information and so frighten- 
ing the child that later examination is impossible. It should be done only 
if uncertainty persists after examining the abdomen, or in the presence of 
symptoms suggesting a pelvic appendix, dysuria or diarrhoea. A ‘hot’ rectum 
is a distinct entity; a pelvic abscess may be felt (so may a full bladder !), and 
in older children some indication of localized tenderness is possible. Psoas 
and quadratus tests have a possible confirmatory value only. 

The diagnosis of acute appendicitis is essentially a clinical matter and 
laboratory procedures play but a small part. Examination of the urine is 
helpful in excluding urinary-tract disease but the presence of a few pus or 
red cells does not exclude appendicitis. The white cell count is of little use 
as it is raised in many of the conditions which have to be excluded. 
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X-ray examination of the chest may confirm clinical findings and a 
straight x-ray of the abdomen has been of great help on three occasions. 
X-ray examination to show a ureteric stone is usually fruitless when per- 
formed as an emergency measure, owing to the meteorism which accom- 
panies any acute retroperitoneal disorder. 

The temperature is usually elevated and, whereas in an adult a tempera- 
ture of 103°F. (39.4°C.) is against the diagnosis of appendicitis, in the child 
it is commonplace. The pulse rate is raised and, of even greater significance, 
it continues to rise. A rise of ten points, especially if the child is asleep, 
demands further examination. Generally speaking if, following admission 
to hospital, the pulse rate does not increase it is highly probable that the 


case is not one of appendicitis. 


DIFFERENTIAL DIAGNOSIS 
The following order of differential diagnosis is that in which these con- 
ditions have been met with in this hospital. 

The most common mimic of appendicitis in childhood is non-specific 
mesenteric adenitis: enlargement of the mesenteric (especially ileal) glands 
occurring in response to infection elsewhere, almost invariably tonsillitis. 
There may occasionally be vomiting and there is usually tenderness in the 
right iliac fossa. Guarding is minimal: it is usually possible to sink a hand 
into the abdomen and, in spare children, to feel the glands. Evidence of a 
present or recent upper respiratory-tract infection with inflamed tonsils and 
enlarged cervical glands is usually forthcoming and clinches the diagnosis. 
The pain disappears within forty-eight hours. If laparotomy is performed 
a normal appendix is found, together with large fleshy hyperemic mesen- 
teric glands. 

If a loaded sigmoid is palpable in a case of suspected mild appendicitis 
the effect on the pain of a soap enema should be tried before removing the 
appendix. The mild pyrexia often present in these cases will rapidly settle 
following the administration of an enema. 

Pathological changes within the chest involving the distribution of the 
lower six intercostal nerves are reflected in the abdomen. This is especially 
so in childhood, when guarding and rigidity of the right side of the abdomen 
in association with vomiting, pyrexia and grunting respiration immediately 
suggest a diagnosis of appendicitis with peritonitis. 

Consolidation of the right lower lobe is the most frequent cause, although 
we have seen several cases in which consolidation was restricted to the right 
middle lobe. Examination of the chest in suspected cases must therefore be 
thorough. A confirmatory x-ray is most helpful. Conversely, consolidation 
of the right lower lobe may be secondary to a high appendix. Diagnosis is 
usually easy so long as the possibility is kept in mind. The respirations are 
rapid, there is usually a cough, and the ale nasi are active, although this 
phenomenon has been noted several times in cases of generalized peritonitis. 
The affected side shows diminished respiratory excursion and further evi- 
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dence is obtainable on auscultation. 

We have seen several early cases of infective hepatitis which have pre- 
sented with anorexia, pyrexia, vomiting and tenderness in the right iliac 
fossa. Examination by daylight shows an icteric scleral tinge. Suspicion of 
minimal abdominal signs and examination of the urine may save the 
appendix for another day. 

Right-sided pyelitis, especially common in little girls, is usually not 
difficult to diagnose. The passage of a ureteric stone along a resisting ureter 
to the accompaniment of pain and hematuria is uncommon nowadays in 
its classical form. Its modern counterpart, of which we have seen two cases 
recently, is a legacy from vigorous therapeutics. The sulphonamide calculus 
produces exactly the same symptomatology. The causative crystals may be 
seen under the microscope. 

Salmonella infections may cause difficulty, especially Sonne. Diarrhoea 
with abdominal pain and tenderness suggests pelvic appendicitis. Con- 
versely, on occasion Shigella sonnei is the chief bacterial inhabitant of an 
acutely inflamed appendix. 

Appendicitis in childhood is more often mistaken for simple intestinal 
obstruction than vice versa. An acutely inflamed appendix, surrounded by 
a tiny omentum and coils of gut ineffectively attempting to seal off the 
infection, results in a distended tympanitic abdomen through which any 
attempt at careful examination is impossible. A swinging temperature and 
rising pulse rate usually give the clue but if antibiotics are being exhibited 
these valuable signs may be in temporary abeyance. A straight x-ray of the 
abdomen confirmed the diagnosis in two cases of this type, a paucity of 
intestinal gas in the right lower quadrant in conjunction with gaseous dis- 
tension elsewhere being seen. 

Pneumococcal and streptococcal peritonitis usually occur in young girls 
and are accompanied by signs of systemic toxemia in excess of that sug- 
gested by examination of the abdomen. High temperature, cyanosis, herpes 
and active alz nasi are common concomitants, often in association with early 
signs of peripheral circulatory failure. Deep inguinal adenitis sometimes 
produces a mass not unlike an appendix abscess. An obvious primary focus 
is often absent but unilateral enlargement of the superficial glands is 
commonly present. Intussusception, provided it is always borne in mind, 
never gives any difficulty in diagnosis. If it is not considered, a well- 
advanced intussusception may be labelled mild appendicitis, as the inflamed 
peritoneal surface is enveloped in the intussusceptum. 


APPENDICITIS IN BABIES 
A final note may be added on the occurrence of appendicitis in babies. It 
is a widely held belief that for practical purposes acute appendicitis does 
not occur under the age of two years. The prevalence of this belief prob- 
ably accounts, in part, for the high incidence of advanced peritonitis found 
in these children on admission to hospital, 








TREATMENT OF OPHTHALMIA 
NEONATORUM WITH SULPHON- 
AMIDOBENZYLAMINE- 
PROPIONATE CSULFOMYL’) 


By IAN T. FRASER, M.B., F.R.C.S.Ep., M.R.C.O.G. 


Obstetrician and Gynecologist, Royal Infirmary, Perth 


BAIN (1954) discussed the use of ‘sulfomyl’ (p-sulphonamidobenzylamine- 
propionate) in the treatment of many types of ophthalmic infections, but 
he did not refer to its use in the treatment of ophthalmia neonatorum. It 
may therefore be of interest to report a clinical trial of ‘sulfomyl’ in 48 
cases of ophthalmia neonatorum in the maternity department of Perth 
Royal Infirmary during a six-month period. For some years previous to the 
period of the trial, freshly prepared penicillin drops, in a strength of 2,500 
units per ml., had been used, both as a prophylactic at birth and in the 
treatment of established ophthalmia neonatorum, but the results of this 
therapy had for some time been considered unsatisfactory, the incidence 


of ophthalmia being high, and the response to treatment slow. 


SCOPE OF INVESTIGATION 

During the period of the trial, routine treatment of the infants’ eyes at 
birth consisted merely of swabbing immediately after delivery of the head, 
no prophylactic drops being employed. When a purulent discharge was 
noted neonatally, a swab of the pus was taken for culture. Culture was 
sterile in 10 cases; in the remainder, coliform bacilli were grown in three 
cases, and staphylococci in 35 cases. Sensitivity to antibiotics was tested in 
28 cases (table I). Unfortunately it was not found possible to test for sensi- 
tivity to sulphonamides. In a few cases yielding no growth on culture the 
ophthalmia cleared up rapidly without treatment, and these cases are not 
included in the series. 

In the treated cases, the eyes were swabbed free of pus, and one or two 
drops of 5 per cent. aqueous solution of ‘sulfomyl’ were inserted, treatment 
being given four-hourly. Infants were nursed on the affected side. In a few 
severe infections, saline irrigations were employed before insertion of the 
drops, and in one case petroleum jelly was applied to the lids as well. 
When response to treatment was slow, a further swab was sent for culture, 
and sensitivity to antibiotics retested. 

Treatment with ‘sulfomyl’ was started on an average of six days after 
birth, the limits of variation being one to fifteen days. The average duration 
of treatment was 3.4 days, the limits of variation being one to eight days. 
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RESULTS 

In only two cases was the response to treatment considered to be unsatis- 
factory. In one of these the original swab was sterile on culture, but a sub- 
sequent swab yielded coliform bacilli, resistant to penicillin and oxytetra- 
cycline, but sensitive to chlortetracycline and chloramphenicol; at a still 
later date, coagulase-positive Staphylococcus albus was obtained on culture. 
After seven days’ treatment with ‘sulfomyl’, treatment was changed to 
0.5 per cent. chlortetracycline drops which were used for a further eight 
days before cure was complete. 














Coliform bacilli Staphylococci 
(3 cases) (25 cases) 
Antibiotic — -_—— - 
Sensitive Resistant Sensitive Resistant 
— = - - - — 7 
Penicillin ° 3 10 15 
Oxytetracycline 2 I 19 6 
Chlortetracycline 3 ° 21 4 
Chloramphenicol 3 ° 23 2 
Tabte I.—Antibiotic sensitivity of organisms isolated in 28 cases of oph- 


thalmia neonatorum. 


In the second case, the first swab yielded staphylococci in the film, but 
culture was sterile. A further swab taken some days later was again sterile. 
After five days of treatment with ‘sulfomyl’ without benefit, treatment with 
chlortetracycline drops resulted in satisfactory cure in four days. 

As the result of this trial, I formed the opinion that the results of ‘sul- 
fomyl’ therapy in ophthalmia neonatorum were satisfactory, and a consider- 
able improvement on methods previously used. 


SUMMARY 
An account is given of 48 cases of ophthalmia neonatorum treated with 
p-sulphonamidobenzylaminepropionate (‘sulfomyl’) in the form of a 5 per 
cent. aqueous solution. The results of treatment were considered to be 
satisfactory, the duration of treatment averaging 3.4 days. 


I am indebted to Bayer Products Limited for supplies of ‘sulfomyl’. 
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THE EFFECTS OF STRENUOUS 
EXERTION ON WOMEN 


By DAVID RYDE, M.B., B.S. 
Senior House Officer, Fulham Maternity Hospital 


Because of their structure and function, women were for long regarded as 
ineligible to compete in games to any extent. Many of these restrictions to 
activity are still commonly accepted, often without foundation, and the 
medical profession must accept its share of responsibility for this perpetua- 
tion of unnecessary restrictions. In this article I have tried to collate some 
of the recent literature on the effects of exertion on the development, 
emotions and health of girls and women and the effects of such exertion on 
menstruation and childbearing. 


HISTORICAL 

Modern woman is a far cry from her Neanderthal counterpart whose life 
depended upon her ability to run, jump and throw. In spite of her rigorous 
life, she bore her young and the world continued to grow. ‘Temple-racing, 
of Hebrew mythical-ritual significance, took place at certain-seasons of the 
year when the young men and women of Jerusalem raced two miles round 
the temple Hippodrome (Patai, 1947). It is recorded in Greek mythology 
that Atalanta, the huntress, challenged all her suitors to a foot race, and on 
beating them stabbed them in the back. Milanion, before racing Atalanta, 
was given three golden apples by Aphrodite and these he dropped one at a 
time when he was in danger of being caught up. Thus Milanion was able to 
win race and wife. Pausanius describes how Greek women had their own 
Olympic Games, called Heraea, after Hera, wife and sister of Zeus. These 
consisted of foot races of 150 metres. Spartan women were regarded as the 
mothers of Spartan supermen, so that girls were trained in wrestling and 
boxing, and ran races against boys. In the fairs and wakes of the eighteenth 
century, English women competed in foot races. 

The international and national governing bodies of women’s athletics 
now found in many countries were largely brought into being as a result 
of the energetic promotion of international matches for women by France 
after the 1914-18 War, and the repeated invitations to English women to 
take part therein. 

EXERCISE AND AGE 
As Lipovetz (1954) points out, about the age of eight to eleven a girl shows 
certain mental and physical changes, including a desire for adventure, 
self-assertion, selfishness and an excellent rhythmic sense. Hence it is of 
value to teach team and competitive games, and coordination and postural 
exercises. Swimming, skating and ballet are valuable, but Lipovetz does not 
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recommend jumping and apparatus work until womanhood. The strenuous- 
ness of these exercises should increase with age. Running, for instance, 
can be encouraged since the heart and lungs easily adapt themselves to the 
demands and develop accordingly. Lipovetz suggests that after twenty, 
women should reduce the duration and strenuousness of their physical 
activities. My own experience suggests that the majority will stop any way 
and those women who continue are well adapted to do so. More and more 
English girls are taking to cross-country running without any apparent harm, 
thereby reaping the benefit of an enjoyable and social hobby. 


EFFECT ON HEALTH 

The effect of sport on health in women was investigated by seventeen 
college doctors including a psychiatrist (American Amateur Athletic 
Union, 1953). Opinion was unanimous that muscular exercise was necessary 
for development and that failure to recognize this has been responsible 
for disabling maldevelopment in the past. If girls had a ‘pre-season’ medical 
examination and played games within their capacity no harm would follow. 
Body contact sports, hwwever, were found to be unnecessary. 

Fit sportsmen and sportswomen have highly efficient hearts but there 
is no reason why those with mild heart defects should not play games if 
kept under observation by their doctors, as they not only enjoy life more 
but increase the efficiency of their defective hearts. In assessing the type of 
exercise in which such individuals can participate, an exercise tolerance test 
is of value (East, 1950). 

It is often said that competitive sport causes a degree of masculinity. 
Pfeifer (1951), for instance, in a study of 112 champion women athletes, 
found that they were 3 to 8 cm. taller than non-athletic women. Rather let 
it be said that those who are to an extent masculine will excel in sport. 
Whichever be cause or effect, it is of interest to note that coaches of women’s 
teams complain of the continual loss of talent through marriage and mother- 
hood, and no-one can deny that most of Britain’s women athletic champions 
know how to carry their grace and charm on to the track with them. 
Strangely, ballet, a predominantly feminine avocation, causes more muscular 
development than games, but this may be due to the fact that ballet is a full- 
time profession. 

EFFECT ON MENSTRUATION 

There have been several surveys of the effects of exertion on menstruation 
and childbearing. According to the authors of the A.A.A.U. report, 85 per 
cent. of women can compete during menstruation and perform to their 
usual standard. The remainder may have increased pain or a profuse flow. 
It is also reported that dysmenorrhea is often greatly relieved by vigorous 
exercise. In spite of these findings, however, it is suggested that for emotional 
reasons girls should refrain from competition during menstruation. Lipovetz 
(1954) is also of the opinion that girls and women should refrain from games 
during menstruation. 
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He bases his argument upon an evaluation of what he defines as ‘heart power’ : 
M N H 
Heart Power 
PL. 
Where M is the weight of the body (in Ib.), N is the number of times it is raised 
while running in place for a given time, H is the height (in feet) to which the body 
is lifted in so running, and P.I. is the difference in the pulse rate before and after 
the test. Readings were taken daily on fifty mature healthy girls and the average 
result of the power was plotted against the days of an average period. ‘The resultant 
graph showed a heart power of only 60 per cent. during menstruation 

According to Karpovitch (1953), who studied the relationship between 
menstruation and muscular strength, dynamometric studies indicate that 
strength suddenly decreases a few days before menstruation and continues 
at a lower level throughout the period. On the other hand, he reports 
a study of 111 track and field athletes, of whom 55 per cent. showed a 
normal or even increased efficiency during menstruation. The remainder 
showed a decreased performance before and during menstruation. He 
concludes that ‘there is no evidence to prove that athletics during men- 
struation is harmful’. My own experience, as well as that of several ex- 
perienced coaches of my acquaintance, is in agreement that training can be 
continued safely during menstruation and that on important occasions girls 
should be encouraged to compete. Helf a grain (30 mg.) of phenobarbitone 
on the morning of competition may be helpful. Menstruating girls occasion- 
ally faint during severe exertion, but such exertion can also cause men to faint 
It is of interest to note that, apparently, menstruation does not interrupt the 
performance of ballerinas and acrobats (Scheinfeld, 1944). 

On analysing the answers to a questionnaire sent to 107 top-class athletes, 
Ingman (1952) found that 18 reported unfavourable changes in menstru- 
ation during athletic competitions: irregularity in 13, prolonged bleeding 
in five, increased flow in seven, scanty flow in one and interrupted flow in 
one. These disturbances were more marked in swimmers. Increased fatigue 
and nervousness were reported by 25 per cent. of the whole group. In no 
case was the disturbance permanent, and Ingman considers that the back- 
ground to many of the changes was due to a mental factor. One factor, how- 
ever, must be borne in mind in assessing the true significance of findings 
such as these. They are based upon observations made upon women who 
are still actively participating in sport. I know, for instance, two beautiful 
sisters, the younger aged 19 and the elder 22. Both were active games players 
until recently but, because of premenstrual and menstrual discomfort, the 
younger has given up sport. Thus, the younger girl would not be included 
in a statistical survey of sportswomen. 


EFFECT ON CHILDBIRTH 
It has been reported in the sports press of recent years that Mrs. L. played 
tennis until the day her child was born, that Mrs. W. played county hockey 
until her fifth month of pregnancy and only stopped then because the 
season finished, whilst Mrs. J. won a bronze medal for diving at the 1952 
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Olympic Games, when her child was well on the way. These, of course, 
are exceptions, but pregnant women should give up games in the second 
and third trimesters. This is not exactly a new opinion. Louise Bourgeois, 
a pupil of Ambroise Paré, and who officiated at the birth of the Dauphin 
(later Louis XIII), disapproved of the then current teaching that ‘a woman 
seven months gone ought to walk very much’. Her view was that exercise 
at this time would allow the child to turn round into a possibly unfavourable 
presentation, would ‘dilate the belly’, drag down the womb and bruise the 
child’s head against the bones of the mother’s pelvis. 

In a series of 112 champion athletes, Pfeifer (1951) found that the average 
age at the time of birth of the first child was 24.7 years, compared with 21.1 
years in the case of non-athletic women. The duration of labour from 
rupture of membranes to delivery was 102 minutes in the athletes and 207 
minutes in the non-athletic group. Complications were identical in the two 
groups but there were more nursing difficulties among the non-athletic 
women. Many championship holders in his series made better records after 
the birth of their first child. He concludes that sports have no other influence 
on women than on men and that there is no reason to advise a girl against 
sport. 

In the A.A.A.U. report (1953) on 53 athletes it was found that fertility 
and gestation were normal and that pelvic measurements were within normal 
limits. Labour was neither unduly prolonged nor difficult, and perineal 
tears were no more frequent than among non-athletic women. There was 
no increase in the incidence of Czsarean section or of forceps delivery. In 
the cases recorded in which women participated in competitive games, no 
ill-effects followed. Caution is expressed, however, about horse-riding and 
high-jumping in pregnancy, mainly on account of the risk of malposition. 
No record was obtained of harmful effects to the offspring. 


MINOR INJURIES 
Games bring in their wake a host of minor injuries. From the American 
Amateur Athletic Union report it appears that women are rather more 
accident-prone than men, especially in riding, hockey, basket-ball and 
track and field events, but that their future health is not in jeopardy. The 
approach to the treatment of athletic injuries is still partly empirical because 
the natural history of injuries and healing is not fully understood. It is this 
element of empiricism which is responsible for the differing trends in treat- 
ment recommended by different authorities. Some, especially Americans 
(e.g. Thorndyke, 1948; Dolan, 1955), advise strapping for most minor 
injuries (muscle strains and ligament sprains) to limit local movement during 
activity. Others (e.g. Woodard, 1954) advise against strapping on the grounds 
that, when tight enough to be effective, it can hinder the circulation and 
cause a sense of unbalance. Whether or not strapping be employed, limited 
activity is encouraged to prevent loss of fitness and confidence. 
The principles of injury prevention can be summarized as follows:— 
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(1) A pre-season medical examination. 

(2) Gradual warming up until sweating occurs: injuries are more 
frequent on cold days and at the beginning of a game. 

(3) Physical fitness, since strong, supple muscles, coordinated move- 
ments and a quick mind help to maintain balance and joint integrity. 

(4) Correct coaching: i.e. teaching of skills. 

(5) Use of protective clothing. 

(6) Early institution of active treatment for minor injuries. 

To reduce the chance of recurrence, the muscles of the affected limb 
should be built up by appropriate exercises and tested to a level compatible 
with the form of exercise to be undertaken. 


SUMMARY 
One of the first disciplines competitive sport imposes upon women is 
control of the emotions and the acceptance of the thinking and living habits 
of good sportsmanship. As Roger Bannister (1954) has commented: 

‘In general, athletes tend to be well adjusted people; their adaptation to the 
stresses of sport makes them resilient and their experience of success and failure 
gives them a good sense of proportion about themselves’. 

Sport, like the arts, music and literature is a means of self-expression. 
In many ways sport is an art, with the Olympic games the concert stage of 
athletes who have reached the heights of sheer artistry in their chosen sport. 

Active participation in sport has long been recognized as one of the most 
effective methods of maintaining the health of the rising generation. It is 
clear that girls and young women can obtain as much benefit from such 
participation as their male counterparts. In Norway there are over 600 
practitioners allotted to athletic clubs scattered throughout the country. 
British practitioners could do much to stimulate and extend the current 
interest in sport by emulating the example of their Norwegian colleagues 
and offering their services as medical officers and guides to local sports clubs 
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THE CARE OF CANCER IN PRACTICE 


By DOUGLAS G. FRENCH, M.D. 
Kidsgrove, Staffordshire 


THE size and gravity of this subject is indicated by the fact that in a prac- 
tice of 5,500 patients, I see about 20 new cases of malignant disease every 
year. For comparison, I see one new case of pernicious anemia in the same 
time. In the past twelve years, I have therefore seen about 240 cases of 
cancer; including those seen in 1955, 29 are living, and of these, five have 
a hopeless prognosis. 

In 1955, I saw 23 new cases of cancer: 

Five, aged 80 to 95 years, were too old for hospital treatment. 

Five came while the cancer was at an early stage, the condition was diagnosed 
and they were treated satisfactorily. 

In the remaining 13, the cancers were advanced: 

Six of these were advanced when first seen. 

Seven were seen early but there was delay in establishing the diagnosis. (In four 
cases the delay occurred in the practice, and in three, at hospital.) 

Excluding the very old, there have been 18 cases of which five have been satis- 
factorily treated; and from the total of 23 cases, eight are already dead. 

On the credit side, there was also a case of leukoplakia of the vulva and one of 
duct papilloma of the breast which have been satisfactorily treated. 

In the care of cancer, the general practitioner is concerned essentially 
with the beginning and the end; the middle bit is the province of the 
specialist. The first part of our care is the establishment of the diagnosis 
or, failing this, the setting in motion of the more effective hospital machinery 
with the same end in view. We agree that the diagnosis must be made while 
the disease is still localized if surgery is to afford any hope of cure. But 
there is still a depressingly large proportion of cases in which there is delay 
until it is too late for surgery, and it is worth while spending a moment 
considering this. The patient, the cancer itself, the general practitioner, and 
the consultant are all contributory factors, but only the first three of these 
will be considered here. 


THE PATIENT 
Except in the rather rare instances in which the diagnosis is reached by 
chance in life assurance examinations, by mass miniature radiography and 
so forth, the first step is the decision of the patient to come for advice, 
and this decision may be delayed by fear or ignorance. Fear is commonly 
the cause in cancer of the breast, which is the one condition in which 
cancer is nearly always suspected by the patient. Ignorance is the common 
cause of delay when the first symptom is rectal or vaginal bleeding, asso- 
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ciated respectively with piles and periods in the minds of patients. We are 
all accustomed to the woman aged 50 to 60 who comes because she feels 
run down; and only on direct questioning do we elicit the fact that ‘her 
periods started again several months ago’. From the age of twelve onwards, 
any vaginal bleeding is referred to as periods. And one must beware of the 
answer to the question ‘Are your periods regular?’ The answer often is 
‘Yes’, then after a pause, ‘too regular’, and hidden there may be the first 
symptom of carcinoma of the cervix. 

A more readily understood cause of delay is that which occurs in a 
patient who has had many years of dyspeptic symptoms attributable to 
peptic ulcer, and who fails to pay much attention to the alteration in the 
character of the pain until it is too late. 

In the light of the experiment in cancer education of the public which 
is being tried in various parts of the country, I have considered every case 
seen in my practice this year. Whilst one or two might have come for advice 
a little sooner, I do not think that the ultimate prognosis would have been 
altered in any one of them by cancer education in my practice. 


rHE CANCER 

As for the cancer itself, the rate of growth and the rapidity with which it 
will spread and metastasize seem to be unpredictable. I have had a patient 
present with a lump in the breast said to be of two weeks’ duration; within 
days the character had changed and the skin had acquired a ‘peau d’orange’ 
appearance, and the patient died in less than two months. At the other 
end of the scale, it is not uncommon for a woman to have a lump in the 
breast for one or two years, and only to come for advice when it ulcerates 
through the skin. The actual site of the growth is important. Many are 
deeply situated and remain silent and undetectable until they have spread 
too widely to be operable. Rowbotham of Newcastle recently published 
figures which suggest that only about 1 per cent. of intracranial gliomas 
can be satisfactorily removed. 

We should remind ourselves of these things when we are tempted to be 
uncharitable about delays in diagnosis, because delay in cancer is relative; 
many cancers, even in accessible places, grow and metastasize so rapidly 
that the prognosis is hopeless from the beginning, and yet we occasionally 
have patients who know that they have lumps and who stick their heads 
in the sand for months before coming for advice, and who ultimately do 
well. But the longest journey starts with a single step, and every inoperable 
growth must have been operable at some stage. 


THE GENERAL PRACTITIONER 
The patient who cries ‘wolf’ and who is never far away from the surgery 
is his own greatest enemy. We may tire of listening, and fail to detect the 
warning note which runs through the cacophony of complaints; or the 
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patient with some chronic illness may mention symptoms which could be 
attributed to treatment. 

One recent case was a woman with very severe osteoarthritis of the hip for which 
she took large quantities of ‘solprin’, ‘veganin’ and even phenylbutazone. The heart- 
burn of which she complained occasionally was attributed to these drugs until she 
developed intractable vomiting from duodenal obstruction secondary to cancer of 
the gall-bladder. Similarly, a man who was having hospital treatment for a prolapsed 
intervertebral disc, and who was wearing a spinal plaster jacket, complained of 
feeling like a ‘broken-winded hoss’. But it seemed to me that anyone with his chest 
encased in plaster of Paris would feel like a ‘broken-winded hoss’, and I paid little 
attention. He was eventually shown to have an inoperable mass of mediastinal glands. 

The individual attention and continuity of treatment of general practice 
are undoubtedly good things and have much to recommend them, but 
there are certain disadvantages, and it might be a good thing if our prac- 
tices could occasionally be given the benefit of a spring-clean by a fresh 
mind, as it is fatally easy to take our patients for granted, especially those 
who come too often to the surgery. It does help a little when the doctor is 
cancer conscious, but even when this is carried to the extreme of examining 
all patients past middle age at fixed intervals, cases are still missed. 

The case which presents with unpleasantly obtrusive signs, intractable 
pain, the palpable lump, the ulcer which will not heal, the retracted nipple, 
or bleeding from the respiratory, alimentary or urogenital tracts, should 
seldom be missed. And one should never neglect a patient who has one 
of the recognized pre-cancerous conditions: dysphagia associated with 
anzmia, long-standing ulcerative colitis, papilloma of the bladder, Paget's 
disease of the nipple, leukoplakia, and, to a lesser extent, chronic gastric 
ulcer, gall-stones and pernicious anemia. Some of these are quite properly 
urged to attend periodically at hospitals for supervision; others are the 
responsibility of the general practitioner. But it is so difficult to avoid being 
caught out by the slow and insidious onset of vague and ill-defined loss 
of well-being, which has so many causes. When this happens in a patient 
who is seen frequently, it requires a very alert and astute mind to sense 
the real danger. Some of these patients are anemic, and we must remember 
that anemia in a man of any age, and in a woman past child-bearing age, 
is a symptom which must be regarded seriously. 


THE DIAGNOSTIC IMPORTANCE OF ANAEMIA 
When iron-deficiency anemia is diagnosed, a careful search should always 
be made for the cause, and this is usually blood loss which can be traced. 
But anzmia occurs in the absence of hemorrhage in tuberculosis, chronic 
sepsis, rheumatoid arthritis, chronic nephritis, subthyroid states, and 
malignant disease. 

Uncomplicated iron-deficiency anemia responds quantitatively to intra- 
venous iron and the blood picture should return to within normal limits 
in less than six weeks. Failure to do so means that the anzemia is not uncom- 
plicated, and some pathological condition will eventually become apparent; 
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in my experience, such conditions have included totally unsuspected pul- 
monary tuberculosis in young adults, chronic infection of the gall-bladder 
with gall-stones, and malignant disease of the stomach, colon, prostate and 
lung. When the response to intravenous iron therapy is satisfactory, the 
hazmoglobin levels, plotted on a graph, ascend in a straight line. When the 
response is going to be abnormal, it is apparent that this line is falling off 
in a curve in three weeks. (For practical purposes, this can be checked in 
one minute on the squared page of a visiting list book.) The use of oral 
iron introduces two uncertainties: failure to respond as predicted could be 
due to poor absorption of iron, or failure of the patient to take it regularly. 


In three cases which were sent to hospital for investigation as a result of this 
test, the diagnosis could not be established at the time. Two subsequently died 
from malignant disease, and the third from perforation of the gall-bladder. 


In general practice, we sometimes prescribe iron rather casually and 
forget that iron-deficiency anemia is a symptom and not a disease. I have 
convinced myself that the careful use of intravenous iron therapy can indi- 
cate that there is something wrong in the apparently trivial case, that this 
‘something’ is often cancer, because the other causes of ana#mia are fairly 
easily excluded, and that this information can be obtained in three weeks. 
At best, it is a kind of screening test, and these patients must be sent to 
hospital for further investigation; if the diagnosis cannot be established, the 
patient must be kept under regular supervision for months. 

Anzmia is not a constant finding in the early stages of malignant disease, 
and it is not invariably hypochromic with a low colour index; it may be 
aplastic, with a colour index of about 1, or more commonly a combination 
of the two. One wonders why this anemia should occur; what is it that 
has this depressing action on the haemopoietic system? 


THE ‘NEGATIVE’ HOSPITAL REPORT 

There is one other thing which may cause the general practitioner to make 
his diagnosis too late, and that is the negative report from a specialist. 
These reports lull all concerned into a feeling of security; we allow our 
suspicions to be allayed, and may even lose sight of the patient for a time. 
The type of case to which I refer was probably sent to hospital for investi- 
gation on a very slender clue, at a stage when it would be impossible to 
establish a diagnosis, but how long must we accept the negative report 
before sending the patient for reinvestigation? Time passes quickly in a 
busy general practice, and it is so difficult to recapture that inquisitiveness 
and alertness of mind which we can always conjure up for the patient who 
only comes very occasionally to the surgery; and the re-examination of the 
‘chronic’ can always be put off until tomorrow, which, of course, never 
comes. 

In the past ten years, I have had twelve cases of malignant disease in which the 


diagnosis was not established at the time of the first hospital investigation. The 
diagnosis was ultimately made too late, and nine of these patients are now dead. 
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Of the twelve cases, one had a cerebral glioma and would have died anyway; one 
had carcinoma of the larynx; and the remaining ten had cancer in some part of the 
alimentary tract where so much reliance has to be placed on x-rays. 

When we receive a negative report, we must keep before us a clear picture 
of the circumstances, remembering especially the type of hospital investi- 
gation upon which the report was based. When diphtheria was prevalent, 
we never relied upon the negative report on the throat swab; today we are 
wary of the negative report on sputum in suspected pulmonary tubercu- 
losis. So, we must assess properly the negative report following x-ray 
investigation of the alimentary tract. 

Before leaving the problem of diagnosis, I would like to stress the im- 
portance of remembering that there is anether side to the coin. Cases are 
occasionally encountered in which the diagnosis of cancer appears to be 
certain, but which, on investigation, are found to be non-malignant and 
amenable to surgery. We should never let any patient die with a diagnosis 
of internal cancer until this has been confirmed by hospital investigation. 

These observations on delay in diagnosis suggest that in the present state 
of our knowledge, some cases will always be missed until the chance of cure 
by surgery has gone. There will always be patients who fail to come soon 
enough for advice; as general practitioners we vary in our ability and in 
our special interest in cancer; some cancers develop silently and in obscure 
places; some cases are sent to hospital too early and are not followed up 
with sufficient care. Ideally, there is room for much improvement, but in 
this best of all possible worlds there will always be some cases which slip 
through the net. 


WHAT SHOULD THE PATIENT BE TOLD? 
We have reached the stage where the diagnosis has been made. What 
should the patient be told? What advice should one give? The modifying 
factors are the expected prognosis, the background and personality of the 
patient, the wishes of the relatives, and the views and personality of the 
doctor. 

The patient can usually be told the truth when the outlook is thought to 
be good, as it is in most pre-cancerous conditions. In these circumstances, 
operation can usually be advised, and the patient should be given some 
understanding of what this entails. The woman who complains of bleeding 
from the nipple must be prepared for the shock that the whole breast may 
have to be removed; or the woman who only complains that her periods 
are ‘too regular’, that the uterus will have to be removed. 

Sometimes, the diagnosis may be made at an early stage when operation 
is normally possible, but when the patient’s general condition prevents this. 
The decision that a patient is too old cannot be based entirely upon years 
of age; the case must be considered carefully and one must bear in mind 
the state of the cardiovascular system, the patient’s mobility especially in 
relation to other coincident disease such as severe osteoarthritis or Parkin- 
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son’s disease, the quality of the faculties and special senses, the pleasure 
derived from living, and the ability to live with, say, a colostomy. These 
factors must also be considered before offering advice on the question of 
palliative surgery when the growth is inoperable. 

If the prognosis resolves itself into a vague guess at the probable remaining 
duration of life, and whether or not the end is likely to be painful, then, in 
my opinion, the patient should not be told. I have rarely told a patient that 
he or she had cancer, because I have seldom encountered a mind sufficiently 
prepared or with deep enough religious convictions to accept such news, 
and even then, the views of the relations must be respected because they 
must live with the patient. Patients rarely ask in so many words if they 
have got cancer, and if they do, they never put the question a second time. 
Many must surely have an inner consciousness of the truth, but often the 
reality is so different from the picture of cancer which they have visualized 
that I am sure many die without ever suspecting the real nature of their 
disease. As the patient’s condition deteriorates, we anticipate the question 
which murt surely come; and when it seems that it can no longer be delayed, 
the patient’s mind becomes clouded, conversation becomes more and more 
irrational, and finally unconsciousness supervenes. 

Some doctors prefer to tell the whole truth, and this doubtless simplifies 
subsequent management, but this course must often add to the sum of 
human misery and despair, unless the moment is carefully chosen. We have 
all observed the gradual change in the patient’s mood, from optimism, 
through doubt, to acceptance and resignation. If one must tell the patient, 
one should wait until the mood of optimism has given way to doubt, as the 
mind is then better prepared for bad news. 

However much or little I tell the patient, I do make an effort to give a 
simple and realistic picture to the nearest relative—husband, wife or grown- 
up member of the family. And I do this as soon as I become aware of the 
true nature of the condition, as it makes them less susceptible to ill-informed 
gossip and tales of drugs with magic properties. 

When the growth is inoperable, the general practitioner sometimes has 
to advise on the question of palliative surgery. The patient who develops 
malignant pyloric obstruction and who would only live for three or: four 
days, might be kept going for a year by means of a gastroenterostomy: one 
such patient of mine returned to work for several months. This type of 
case is helped psychologically by the fact that the growth and the surgeon’s 
work are tucked away out of sight. Similarly, if bilateral adrenalectomy will 
cause a malignant ulcer of the breast to heal, it is worth doing. The terminal 
stages of carcinoma of the rectum can be so unpleasant that one may 
hesitate to advise the added burden of a colostomy which is present as a 
constant reminder that all is not well, unless it is going to prolong life for 
some considerable time. 

I am sure that surgery could be more extensively practised for the relief 
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of pain in inoperable malignant disease, although my only experience of it 
was unfortunate. 


The man had chronic myeloid leukemia and developed herpes zoster in the leg. 
The post-herpetic pain was so intractable that I advised him to have the posterior 
columns of his cord divided. This was done, and he was rendered anesthetic in 
the leg to all applied stimuli, but he still had his pain. As I watched him from day 
to day, I became convinced that there is a place for prefrontal leucotomy. 


MANAGEMENT OF THE POSTOPERATIVE AND LATE STAGES 
Surgeons differ enormously in the manner in which they set about telling 
the patient what has been done, and some just cannot ‘get down’ to the 
patient at all. One has only to take a history to discover how vague is the 
patient’s concept of previous operations. It should be the surgeon’s job to 
tell the patient what he has done, but the general practitioner can some- 
times do it better because it is only after several years in practice that one 
begins to appreciate something of the ordinary patient’s limited under- 
standing of medical matters. | doubt if anyone who is not in general practice 
could appreciate some of the garbled impressions which they get. Every 
practice has patients who think they have gastric kidneys or cardiac hearts 
or strained ovaries, and I have one at present who is quite undisturbed by 
the thought of his ‘malingering’ ulcer of the stomach. Any mention of the 
Bittner milk factor or of the filterable Rous sarcoma is doomed to misinter- 
pretation, and the only genes they have ever heard of are the ones they wear. 

If postoperative deep x-ray therapy is needed, the patient may be made 
quite ill, and nearly always becomes depressed and dispirited, dreading to 
go for the next treatment. I am convinced that this is partly psychological. 
Patients are not so gullible or so ill-informed as we sometimes like to think. 
They talk among themselves with unrestrained frankness and candour, and 
to the majority, the visit to the radiotherapy department means ‘cancer’. 
It helps a great deal to visit them frequently during this period and to 
encourage them to go on. The dexedrine preparations, especially ‘drinamyl’ 
and ‘edrisal’, are helpful during the day, and a sedative, such as amylo- 
barbitone, 3 grains (0.2 g.), should be taken at bedtime. 

In those cases which do well, and even in the inoperable cases, so long as 
they are able, it helps if they are urged back to work as soon as possible; 
this is often lighter work than they did before, but the important thing is 
to get them fully occupied. This not only lessens the opportunity for intro- 
spection, but also assists in creating a less pessimistic outlook on the 
condition. 

THE TERMINAL PHASE 
The most distressing ends that I have seen have been in some of the patients 
who have had inoperable cancer treated by deep x-rays. These patients 
inevitably associate their present plight with the original condition, and 
even without using the word ‘cancer’, they soon realize that the disease 
process is one concinuous whole, and that the general trend is downhill. 
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In this respect, they differ from those whose condition was originally 
operable and who subsequently develop secondaries. The pneumonic symp- 
toms possibly associated with pleurisy, for instance, or the ascites with or 
without jaundice, are so different from the original condition that they are 
seldom associated in the minds of patients, and they appear to die with 
less mental distress. 

The home management of the dying patient introduces other problems. 
When the patient becomes confined to bed, I lose no time in asking the 
district nurse to call daily. To many cancer patients, the nurse’s visit soon 
becomes the most eagerly anticipated event of the day. Loss of sleep and 
the constant demands from the patient soon lead to frayed tempers. ‘In-laws’ 
are soon daunted, and then demand the patient’s admission to hospital. 
Even near relations become exhausted, and one should explain that this will 
happen very soon unless some kind of night rota is arranged within the 
family whenever night nursing is necessary. In order to ease the burden, 
it is important to try to obtain sleep for the patient, and so for the relatives, 
at night. Butobarbitone or amylobarbitone may be adequate, or it may be 
necessary to add something for pain. 

During the terminal stages of cancer, pain is liable to develop almost any- 
where, and it often has to be given a name: rheumatism, pleurisy, neuritis 
and so forth. When prescribing drugs to relieve such pain, we must ring 
the changes, as it is psychologically bad to treat every pain with the same 
drug: nothing shakes a patient’s confidence in his doctor more than that. 
Codeine may be adequate at first, and it is obtainable in many different 
tablets; pethidine can be effective, but quite severe pain can be relieved 
by a mixture of aspirin and ‘amytal’, which can be obtained in capsules 
(Lilly); rather more potent is the mixture of aspirin and opium. Chlor- 
promazine is sometimes very useful, especially when used with one of the 
drugs already mentioned; as little as 25 mg. three times a day may be 
enough, but we have used it in total daily doses of up to 300 mg. We nearly 
always have to rely on morphine in the end, and some variation of the 
Brompton Mixture should be remembered: morphine, heroin and cocaine, 
given in whisky or gin. In my experience, this is the most powerful reliever 
of pain which can be given orally, and it is the only thing I know which 
makes the really distressed patient look comfortable. 

Symptoms and complications have just to be treated as they arise. Rela- 
tives cannot be expected to be realistic; a moribund patient, possibly in 
considerable pain, who develops pneumonia, cannot be allowed to die in 
peace. The relatives demand that something more be done, and some 
visitor is sure to ask why penicillin has not been given. So, we prolong 
some miserable existence for another few weeks. The management of the 
later stages of malignant disease has been rendered more tedious for the 
patient and difficult for the doctor by some of the recent advances in medi- 
cine, and especially by the popular and uncritical demand for their use. 
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‘Thou needst not strive officiously to keep alive’. Occasionally the patient 
himself will say “What is this going to do? If it is just going to prolong this 
miserable existence, I do not want it’. 


CONCLUSION 

Every case presents fresh problems and requires special thought. The 
general practitioner who can manage his hopeless cases through all their 
vicissitudes, and have a clear conscience at the end, is indeed a good doctor. 

I should like to thank Dr. G. F. Abercrombie for his valuable help in the prepara- 
tion of this article which is based upon a paper read at the first provincial meeting 
of the Royal College of Surgeons of England, held in Manchester on December 15, 
1955- 


A VOLUNTARY LAUNDRY SERVICE FOR THE SICK 


By C. M. DOUGLAS, L.R.C.P., L.R.C.S.Ep., L.R.F.P.S. 
Deeping Gate, Peterborough 


IN January 1955, in this district the bed situation for the chronic sick and 
for old people living alone and in need of care and attention, always bad, 
became acute and it was obvious that something had to be attempted to help 
these unfortunates. 


THE IDEA 

In this rural practice we are fortunate in having the help of three very good 
midwife-district nurses. I had a talk with them and suggested a voluntary 
laundry run by the villages concerned so that if we had an incontinent 
patient for whom we could not find a bed, then at ieast we would have a 
supply of laundered sheets ready for use. They were very much in favour 
of the idea since they knew how difficult it was for cottagers to wash and 
dry anything up to four sheets daily in wet weather and through the winter. 
Contrary to the generally held belief, I have found that relations and 
friends and neighbours of the old people are most helpful and willing as 
regards cooking and cleaning up, but physical difficulties prevent them from 
washing and drying bed linen. 


HOW IT WAS DONE 
Once I had the nurses behind me I contacted the vicar, the priest and the 
local councillors. A public meeting was called and the suggested scheme 
was taken up with enthusiasm. A kindly benefactor offered us his disused 
bakery for a nominal shilling a year. This, fortunately, had electricity and 
water installed. In an icy winter, Toc H and other volunteers dug drains, 
cleaned and redecorated the place. Whist drives were run. In a very short 
time we raised {270. As his donation, a local contractor gave enough 
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concrete to level the floor. Our village electrician gave many hours of his 
time rewiring the bakehouse. Another village firm offered us detergents at 
cost and one man volunteered to service the machines. These were two wash 
boilers and a washing machine—all second hand and found for us by an 
interested member of the local Electricity Board—a new tumbler dryer and 
a large airing cupboard fitted with thermostatic electric heaters. W.V.S. and 
Red Cross workers quickly and practically helped us by producing seventy 
sheets. 


HOW IT WORKS 

A committee was formed consisting of one or two representatives from each 
voluntary organization in the district and from every religious denomination. 
A rota was formed from the women of these organizations—the number 
came to sixty-two. The rota secretary, with a towel around her head, 
organized the various wash days and finally it worked out that the women 
working in pairs spend perhaps an hour or so once in every six weeks 
laundering any soiled linen which the nurses have brought in. No-one has 
dropped out in the seventeen months during which the laundry has been 
working. The rota itself is interesting, consisting as it does of land workers, 
village housewives, teachers, wives of professional men and even fit and 
well grandmothers. It also may be noted that, should the rota break down, 
there are men who are ready to take their turn. 

Expenses in a full year came to £35 and the County Council has given us a 
yearly grant of {10 to help with the electricity bill, but only after we had 
been well established and our existence justified. In a full year almost four 
hundred sheets have been washed apart from such minor things as night- 
dresses and towels. During the course of the year we have kept fourteen old 
people at home in comfort before they died, and incidentally have eased 
the burden on the hospital. The scheme covers nine villages and, since 
geographically it is impossible to ask for volunteers from a scattered area, 
the actual work is done by those who live near the laundry. The other 
villages produce financial help by local efforts. As so often happens, once a 
new scheme is going well more people come in to help and at present we 
are in the happy financial situation of having no debts and {250 in the bank. 


ASSESSMENT 

The whole thing would break down if any one of the cogs fell out but 
so far this has not happened. The nurses and the doctors appreciate the 
help it gives them, the workers feel they are doing something worth while, 
the relations of sick people know that if they get overwhelmed with washing 
the laundry will help and as for the patients—if they are alert in mind, it is 
difficult to describe their gratitude. 

Finally, everything, from names of patients to names of donors, is 
anonymous. 
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CIll--ACETAZOLAMIDE 


By M. D. MILNE, M.D., M.R.C.P., 
Physician and Lecturer in Medicine, Postgraduate Medical School of London 


ACETAZOLAMIDE (‘ diamox’) has only recently become available and its 
potentialities have not yet been thoroughly explored. Any opinion of its 
place in modern therapeutics is therefore constantly subject to revision as 
more information is obtained. 


PHARMACOLOGY 
This drug has the single and specific effect of partially inhibiting the action 
of the zinc-containing enzyme, carbonic anhydrase. The action of this 
enzyme, which is widely distributed throughout the tissues of the body, is 
to accelerate the reversible reaction: — 
CO, + H,O = H,CO, 

i.e. the combination of dissolved carbon dioxide with water to form the 
weak acid, carbonic acid. Carbonic acid is the main source of hydrogen ion 
which is necessary for the formation of acid secretions, and of bicarbonate 
which is present in almost all body fluids. Carbonic anhydrase is therefore 
of great importance in carbon dioxide transport by the blood stream, and 
in the production of acid secretions (e.g. gastric juice and urine) and of 
fluids more alkaline than the blood (e.g. pancreatic juice and the aqueous 
humour of the eye). In addition, it is of importance in the metabolism of 
the central nervous system. 

Inhibition of carbonic anhydrase first became of significance in practical 
therapeutics as an undesirable side-effect of sulphanilamide. This drug was 
found to interfere with the normal excretion of acid by the kidneys (South- 
worth, 1937), the urine becoming alkaline whilst the circulating blood became 
more acid. It was proved that this was due to inhibition of carbonic anhy- 
drase in the renal tubule cells (Mann and Keilin, 1940). Acetazolamide is 
approximately four hundred times as active as sulphanilamide as an in- 
hibitor of the enzyme. Newer antibacterial drugs of the sulphonamide 
group, e.g. sulphathiazole, sulphadiazine or sulphadimidine, do not exert 
this particular effect since they do not possess the free SO,.NH, group, 
which is necessary for inhibition to occur (fig. 1). 

Figure 2 is a diagrammatic representation of the action of carbonic 
anhydrase inhibitors. The spatial arrangement of the molecule is very 
similar to the normal substrate of the enzyme, i.e. carbonic acid. The 
inhibitor combines with the enzyme preferentially, and thus blocks com- 
bination of carbonic acid. 


July 1956. Vol. 177 (88) 
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Acetazolamide is available as: scored 250-mg. tablets to be taken by 
mouth; 500-mg. ampoules for intravenous or intramuscular injection. 
Absorption and excretion.—-Acetazolamide is rapidly and quantitatively 
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Sulphanilamide Sulphadimidine Acetazolamide 


Fic. 1.—Structural formule of sulphanilamide, sulphadimidine and acetazolamide 


absorbed from the gastro-intestinal tract, maximum plasma concentrations 
usually being reached about two hours after oral ingestion. It is promptly 
excreted in the urine, about 80 per cent. of the dose being eliminated in 
eight to twelve hours, and virtually 100 per cent. within twenty-four hours. 
There is therefore no risk of cumulative toxicity. 

Action on the kidney.—Approximately 3.2 mEq. of bicarbonate are 
filtered at the glomeruli each minute. Normally, the whole of this bicarbonate 
is reabsorbed by the renal tubules by a process of ion exchange: 

NaHCO, + H* > Na+ + H,CO, 
H,CO, —> H,O + CO, 
The sodium ion is reabsorbed in exchange for hydrogen ion which has 
been produced by carbonic anhydrase within the renal tubule cells. Carbon 
dioxide and water formed by the reaction are freely diffusible and are 
therefore also reabsorbed. Acetazolamide interferes with this process by 
partially inhibiting carbonic anhydrase, and thus an alkaline urine contain- 
ing large amounts of bicarbonate is excreted. This excess bicarbonate is 
excreted with an equivalent amount of sodium plus potassium, sodium 
being in excess in normal subjects. Excretion of ammonia is automatically 





Carbonic Acid Carbonic Anhydrase Inhibitor 


Fic. 2.—Diagrammatic representation of the action of carbonic anhydrase inhibitors. 


decreased in alkaline urines. There is no appreciable effect on loss of 
chloride, phosphate, or calcium, but after ingestion of acetazolamide the 
urine is usually cloudy, as calcium phosphate is insoluble in alkaline solution. 
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Continued loss of alkaline bicarbonate salts leads to acidosis, the plasma 
bicarbonate falling and the chloride increasing. This acidosis is rarely 
severe enough to produce obvious clinical effects. The increased depth of 
ventilation seen in diabetic or uremic acidosis never occurs after ingestion 
of acetazolamide. 

Acetazolamide has been used as a diuretic, as an anticonvulsant, in the 
treatment of glaucoma, and rather ineffectively as a means of depressing 
gastro-intestinal secretions. 


AS A DIURETIC 

Acetazolamide has been widely used as an oral diuretic in congestive heart 
failure, the nephrotic syndrome, pre-eclampsia, and hepatic cirrhosis. 
Unfortunately, it has proved inferior to mercurial diuretics in this respect. 
In diuretic therapy the aim is to increase the elimination of sodium in the 
urine, and thus reduce the volume of cedema fluid. Increased potassium 
loss is undesirable, since potassium depletion tends to increase sodium 
retention and to increase the toxicity of digitalis. This latter effect is of 
special importance in cases of congestive heart failure, when digitalis is 
usually given as routine therapy. 

Neither mercurial diuretics nor acetazolamide exert a direct action on 
sodium excretion. The former increases chloride output and the latter 
bicarbonate output. An equivalent amount of sodium and potassium is 
excreted both with excess chloride and excess bicarbonate. The greater the 
proportion of sodium to potassium, the more effective is the diuretic. This 
proportion is always high in mercurial diuresis, but is undesirably low after 
acetazolamide. In severe and resistant cases of a@dema there is always 
a tendency to retain sodium and to excrete potassium in its place, because 
of increased production of aldosterone, the potent salt-retaining steroid 
produced by the adrenal cortex. If acetazolamide is given in such severe 
cases, a type of diuresis may occur which is in fact harmful rather than 
beneficial. A large amount of potassium bicarbonate may be excreted 
without any increase of sodium output (Counihan et al., 1955). This can 
best be recognized by accurate analysis of the urine, but may be suspected 
clinically if the patient is steadily losing weight although the amount of 
cedema fluid remains unchanged. Acetazolamide should therefore be used 
only in relatively mild cases of congestive heart failure, the nephrotic 
syndrome, or hepatic cirrhosis. It is both unsuitable and undesirable in 
severe cases of edema, except in conjunction with mercurial diuretics. 

Even in mild cases the diuretic action is much inferior to that of the 
mercurials. In particular, the effect is transient and rapidly diminishes on 
repeated administration of the drug: acetazolamide produces a mild acidosis, 
and the consequent fall in plasma bicarbonate inhibits any further diuretic 
action. Any diuretic which does not increase chloride as well as sodium 
excretion cannot be expected to be very effective—if excretion of sodium 
without chloride were to continue, an intolerable acidosis would be pro- 
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duced—and acetazolamide usually has no effect whatsoever on chloride 
excretion. Hanley and Platts (1956) found it to be effective in three out of 
eighteen patients, only these three showing increased output of chloride. 
On the other hand, acetazolamide has the great advantage of being effective 
by mouth. If used as a diuretic in mild cases of edema, it is recommended 
that one or two 250-mg. tablets be taken every three days. This rather 
infrequent dosage prevents the refractory phase seen with daily doses. 
Potassium citrate, 0.5 g. in water, should be taken four times daily to 
prevent potassium depletion and to enhance the diuretic effect. 

Although acetazolamide is relatively impotent as a diuretic in its own 
right, it is useful as an adjuvant to mercurials. Mercurial diuresis is poten- 
tiated by any agent which lowers plasma bicarbonate and increases plasma 
chloride. This effect can be produced by ammonium chloride, cation 
exchange resins, or by acetazolamide itself. Many patients greatly prefer 
acetazolamide, since the other drugs often produce nausea and anorexia. 
The following regimes are recommended if acetazolamide is used as an 
aid to mercurial diuresis: 

(1) Mild case of edema 

1st day: Acetazolamide, one 250-mg. tablet; potassium chloride, 0.5 g. three 
times. 

2nd and 3rd days: Potassium chloride, 0.5 g. thrice daily. 

4th and sth days: Acetazolamide, one 250-mg. tablet daily, and potassium 
chloride, 0.5 g. thrice daily. 

6th day: Mersalyl or mercaptomerin, 2 ml. intramuscularly, and potassium 
chloride, 0.5 g. three times. 


7th day: Potassium chloride 0.5 g. three times. 
Treatment to be repeated as necessary. 
(2) Severe case of adema 

1st and 2nd days: Acetazolamide, one 250-mg. tablet daily; potassium chloride, 
0.5 g. thrice daily. 

3rd day: Mersalyl or mercaptomerin, 2 ml. intramuscularly, and potassium 
chloride, 0.5 g. three times. 

This course is repeated every three days as necessary. 

To overcome the bitter taste of potassium chloride, it may be prescribed 
with advantage as 0.5-g. capsules. It is important that, if abbreviated in a 
prescription, potassium chloride be written as ‘pot. chloride’ and not ‘pot. 
chlor.’ to avoid any possibility of confusion with potassium chlorate which 
is a cumulative poison. Cochrane and Smith (1940) have reported a fatality 
directly due to this example of careless prescribing. 

Acetazolamide may possibly prove useful when it is desirable to alkalinize 
the urine. After the intravenous administration of acetazolamide the urine 
becomes alkaline within a few minutes, much more rapidly than occurs with 
any other agent. An alkaline urine is of value in reducing the pain and irrita- 
tion of acute E. coli pyelonephritis, in increasing the rate of salicylate ex- 
cretion in aspirin poisoning, and in increasing the solubility of hemoglobin 
in cases of hemoglobinuria and thus avoiding secondary acute renal failure. 
All these possible uses have not yet been adequately investigated. Like 
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other diuretic agents, acetazolamide should not be given if acute renal 
failure with anuria or severe oliguria has already developed. 


IN THE TREATMENT OF EPILEPSY 

Yeoman (1938) found that sulphanilamide sometimes reduced the frequency 
of fits in epileptic subjects. This drug was known to produce an acidosis 
by inhibition of carbonic anhydrase. Acidosis itself has some beneficial 
effect in epilepsy, and was the basis of the old method of treatment by 
a ketogenic diet. Acetazolamide has now replaced less powerful inhibitors 
of carbonic anhydrase, and is of undoubted value as an anticonvulsant. 
The effect has been shown by Millichap et al. (1955) to be due to direct 
inhibition of cerebral carbonic anhydrase and not to acidosis. Acetazolamide 
is, in fact, only twice as effective as sulphanilamide because the latter drug 
is more diffusible and passes into brain tissue much more rapidly. The 
ideal drug would be one that combines the potency of acetazolamide with 
the ready diffusibility of sulphanilamide. 

Lombroso et al. (1956) report that improvement occurred in about 50 
per cent. of 126 epileptic patients, and in 25 per cent. the seizures were 
completely abolished. Most benefit was obtained in mixed types of epilepsy 
with both grand mal and petit mal attacks. The drug could be substituted 
for, or combined with, other forms of therapy. Golla and Hodge (1956) 
have found the drug to be of great value in petit mal. The attacks were 
completely abolished in 35 per cent. of 76 patients, and almost all showed 
some improvement. Ansell and Clarke (1956) report that acetazolamide is 
of considerable value in major epilepsy, and suggest starting with a dose of 
125 mg. twice daily and slowly increasing this until the fits are controlled. 
If a daily dose of 15 mg./kg. body weight does not control the fits, the case 
is probably not suitable for acetazolamide therapy. In status epilepticus 
the drug can be given intravenously or intramuscularly in a dosage of 
500 mg., when almost immediate benefit is likely to occur in suitable cases. 
Acetazolamide is one of the few anticonvulsant drugs which does not 
depress consciousness; this may be of advantage in desperately ill patients. 
The effect of the injection will begin to disappear after three or four hours, 
and the action should then be continued by oral therapy: 250 mg. every 
six hours. 

IN THE TREATMENT OF GLAUCOMA 
Becker (1954) first found that acetazolamide reduced the intra-ocular 
tension in cases of glaucoma. Grant and Trotter (1954) considered that 
the drug is most effective in acute primary glaucoma and in secondary 
glaucoma, especially if due to iridocyclitis. It has proved useful in greatly 
reducing intra-ocular tension before operation. Unfortunately, the effect 
is not so marked in chronic glaucoma. Intra-ocular tension is reduced 
during the first few weeks of therapy, but the effect often gradually wears 
off despite continued administration of the drug. Careful and frequent 
observation of the patient is essential, since there may be an insidious but 
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dangerous rise of tension during this refractory phase. The effect is syner- 
gistic to classical treatment with miotics. Acetazolamide depresses the 
formation of aqueous humour whilst miotics increase the rate of its removal. 

The recommended dosage in glaucoma is 125 to 500 mg. twice daily. 
Intra-ocular tension is significantly reduced in 60 to go minutes, and the 
effect is maximal after three to five hours. The fall in intra-ocular tension 
is much more dramatic in cases of glaucoma than in normal subjects. The 
mechanism of action is not yet fully understood. Carbonic anhydrase in 
the iris and the ciliary body is almost completely inhibited after intravenous 
or subconjunctival injection in the experimental animal (Green et al., 
1955). Gloster and Perkins (1955) state that, whilst tension is reduced 
after intravenous injection, there is no fall after subconjunctival injection 
or injection directly into the anterior chamber. These results suggest that 
the effect is not due to local inhibition of carbonic anhydrase, but may be 
secondary to the general effects of the drug. 

Obviously, the use of acetazolamide in ophthalmology is a specialized 
field and should be confined to patients under competent supervision. 
In general medicine it has been suggested that acetazolamide may make 
ophthalmoscopic examination under a mydriatic safer in elderly subjects. 
The retina can only be completely and satisfactorily examined after full 
dilatation of the pupil with homatropine. This may cause an abrupt rise of 
intra-ocular tension in susceptible patients, which may be prevented if 
acetazolamide is given about three hours before the examination. Acetazol- 
amide has no action on the pupil and therefore does not interfere with the 
mydriatic effect. 

IN GASTROENTEROLOGY 
Carbonic anhydrase is essential for secretion of both gastric and pancreatic 
juice, and thus acetazolamide has been tried in the treatment of peptic ulcer 
and acute pancreatitis. Hollander and Janowitz (1956) found that a sig- 
nificant inhibition of secretion of gastric juice to below 50 per cent. of the 
basal value occurred only with doses of over 60 mg./kg. body weight intra- 
venously. This is an impossibly large dose and only a transitory inhibition 
of secretion is obtained. The same arguments appear to apply to pancreatic 
secretion, and therefore acetazolamide is also of little or no value in this 
respect. 
TOXIC EFFECTS 

Acetazolamide at ordinary therapeutic doses of from 3.5 to 14 mg./kg. 
body weight daily produces surprisingly few serious toxic effects. Many 
patients complain of troublesome paresthesia, especially in the fingers, 
but this is rarely severe enough to prevent further administration of the 
drug. Mild headache and drowsiness are experienced by some patients. 
After acetazolamide ingestion the urine usually contains a precipitate of 
calcium phosphate which may cause strangury. Calcium phosphate is 
precipitated because of the alkalinity of the urine and the reduction of 
urinary citrate (Clarke et al., 1955) which normally tends to retain calcium 
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in solution. Strangury is usually prevented by reduction of calcium intake, 
particularly the avoidance of excess dairy products. It would be unwise to 
use acetazolamide in a patient liable to renal or vesical calculi. 

Acetazolamide should be used with great caution in hepatic cirrhosis. 
In mild cases no adverse effect occurs, but in severe liver failure it may 
cause serious neurological symptoms of tremor and mental confusion and 
finally hepatic coma. These toxic effects, which have been termed portal- 
systemic encephalopathy (Sherlock et al., 1954), are associated with a rise 
in blood ammonia. Ammonia synthesized by the renal tubule cells normally 
diffuses preferentially into the urine, but after ingestion of acetazolamide 
a greater proportion diffuses into the renal venous blood. Except in severe 
hepatic failure this is of no practical significance, since the normal liver 
rapidly converts blood ammonia into harmless urea. 

Since acetazolamide is chemically related to the sulphonamides, it is not 
surprising that it may occasionally cause similar toxic effects. Fortunately, 
these are rare, only three cases having been described despite extensive use 
of acetazolamide. 

Pearson et al. (1955) have reported a case of agranulocytosis, and Reisner and 
Morgan (1956) one of thrombocytopenic purpura, after acetazolamide ingestion. 
Both patients recovered when the drug was discontinued. Glushien and Fisher 
(1956) have claimed that acetazolamide can cause renal lesions similar to those 
sometimes produced by sulphonamides. The death of their patient, however, 
appeared to be unrelated to the treatment. 


CONCLUSION 
Acetazolamide is of undoubted clinical value in several common disorders. 
It has the further advantage of being a relatively inexpensive drug. 
As a specific carbonic anhydrase inhibitor it is a valuable tool in any 
investigation of the importance and function of this particular enzyme. 
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MY MOST INTERESTING CASE 


XVII.—A REVELATORY EXPERIENCE 


By SIR GEOFFREY JEFFERSON, C.B.E., M.S., F.R.C.S., F.R.S. 


Emeritus Professor of Neurosurgery, University of Manchester 


Tue chances are small of selecting the right one of the multitude of interesting 
experiences that make up a clinician’s life. By the right one I mean one 
interesting in its own right, having preferably something of the dramatic 
in its events. Above all it should mark some new starting point from which 
much else sprang. It would be an advantage if the experiences were com- 
municable and, hopefully, valuable to others. Turn back the clock and look 
at something that happened thirty years ago. 


THE CASE 

One evening in 1926, a man of 30 was admitted to the Salford Royal 
Hospital, to which I was at that time assistant surgeon, under the care of 
my orthopedic colleague, the late Robert Ollerenshaw. I was asked to see 
the case two or three days later. The story was that the patient, an expert 
swimmer, had dived into the baths from the high stage and had emerged 
struggling from the water, complaining of terrific pain in his neck. He lost 
consciousness after being assisted to his dressing-box, but replied to 
questions when he arrived at hospital. He had a violent headache and 
vomited two or three times. He was dazed rather than stuporous, and clearly 
very ill. The chief clinical features were the stiffness and pain in his neck: 
any movement made him cry out. It seemed clear that in diving the man, 
good swimmer though he was, had struck his head on the bottom of the 
swimming-bath, had given himself concussion but had done something more 
than that—had injured one of the upper cervical vertebra. 

He was put to bed with his head between sandbags. Although he vomited 
once or twice more, he improved save for extreme discomfort in his neck 
and occiput. The headache continued. X-rays of the cervical spine showed 
no sign whatever of fracture or displacement either of the spine or of the 
skull. This was puzzling. I was, at that time, deeply interested in injuries 
to the atlas and odontoid and had puzzled out the mechanism of atlantal 
injuries (Brit. 7. Surg., 1920), an article expanded later (Brit. med. 7., 1927). 
This might well have been another example. Supposing that the injury were 
not spinal (the x-rays seemed to rule that out) but a fracture of the occipital 
condyles or foramen magnum—might not that be an equally good explana- 
tion? X-rays of the skull base proved equally and disappointingly negative. 
The possibility of a foraminal injury was very lively in my mind because 
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I had read Sir Charles Bell’s brief but arresting account (1830) of such a 
case at the Middlesex Hospital. 


A young man had fallen on his head but soon recovered. ‘He lay for some time 
in hospital without exhibiting a symptom to raise alarm. He had given thanks to the 
assembled governors of the hospital and had returned into the ward for his bundle, 
when on turning round to bid adieu to the other patients he fell, and in an instant 
expired. Upon examining his head it was found that the margins of the occipital 
hole had been broken; no doubt it had happened that in turning his head the pieces 
were displaced, and had closed and crushed the medulla oblongata as it passes 
from the skull’. 

Mr. Ollerenshaw’s patient was kept flat with his head fixed for a month 
but it was a feature—a puzzling one if he really had a fracture—that at the 
end of a week the pain had gone and he seemed to have fully recovered. 
He was fitted with a light collar and sent home. No abnormality had been 


found in his nervous system. 


SIX WEEKS LATER 

Six weeks later the patient was readmitted. He had discarded his collar 
as unnecessary. This time when tying his tie he had turned his head sideways 
as he tightened the knot and at that moment sneezed. Once more he instantly 
felt agonizing pain in his neck and threw himself on his bed. He arrived at 
hospital vomiting and groaning; his neck was once more rigid. It seemed 
probable indeed that he had displaced a sliver of bone, as yet another case 
of Sir Charles Bell’s had done, but without the injury to the medulla that 
occurred in the case which Bell reported thus :— 

‘CASE LXV. A man was brought into Hospital having had a severe injury of 
the head. Two attendants were doing their duty to him; one was letting blood in 
the arm, whilst the other was shaving his head: the blood suddenly stopped, the 
operator looking up saw that the patient had ceased to breathe and was without 
motion or expression of any kind. On dissection it was found that the fracture had 
gone through the foramen magnum of the occipital bone leaving a loose portion. By 
merely turning the head in shaving, the loose portion of the bone had been turned 
upon the spinal marrow and crushed it’. 

Here was good authority but it was surprising if this were the correct 
explanation of this new case that, although the symptoms were so severe, 
there was so little objective evidence of nervous damage. 

Granted the difficulty of displaying radiologically a fracture in this 
situation it was not surprising that the previous studies had proved negative. 
Perhaps something more definite would now be found. Unhappily the 
new series of x-ray exposures was again negative. Once more the man made 
a surprisingly quick recovery. After five days his neck was only slightly stiff 
and, because we had been unable to verify a fracture, he was allowed to sit 
up in bed and eventually to walk about the ward. The relationship of his 
disasters to injury had so far seemed clear enough: first a blow on the head 
and torque to his neck when diving, then the recurrence from just such a 
sudden muscular effort as might displace an injured fragment of the atlas 
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or of the occiput. Logical though this deduction seemed it was shortly to be 
proved incorrect. 

One day in the third week of his readmission he was crossing the ward 
when he suddenly cried out, put his hand to his head, stumbled and fell. 
He was lifted into bed deeply unconscious. I was called at once and found 
him in deep stupor but with something new-—he was having decerebrate 
rigid fits with Cheyne-Stokes breathing. The diagnosis, which might in 
truth have been made earlier, was at last evident. A lumbar puncture was 
at once done, almost pure blood poured out. Clearly he had had a severe, 
and indeed fatal, subarachnoid hemorrhage for he died a few hours later. 
At the post-mortem examination a ruptured aneurysm was found at the 
junctions of the right carotid and posterior communicating arteries—so 
much for too vivid a recollection of Sir Charles Bell’s writings' 


DISCUSSION 

It may be added that in the thirty years that have since passed I have never 
seen such a case as Bell described. It was this 1926 case which above all 
others excited my lasting interest in intracranial aneurysms. The subject 
was just coming alive then, thanks to the brilliant clinical deductions of 
Sir Charles (then Dr.) Symonds. But I know of no case in which the 
leakage of an aneurysm has happened to coincide with something that 
passed for accident more clearly than in the example just recounted. Was it 
coincidence? I do not believe that this man did hit his head on the bottom of 
the bath. Did his sneeze have anything much to do with the fatal aneurysmal 
burst? Two coincidences in the same case are one too many, maybe, but not 
impossible. He might have raised the pressure in his cerebral vessels by 
what he did. Many aneurysms have burst during sexual activity: that is 
well known, but so also is the rise of blood pressure during the act—more 
sustained than the brief, episodic one that could be postulated here. I had 
another case of fatal aneurysmal leakage about this time when a cystoscope 
was being passed on a man with a stricture. No doubt his blood pressure 
soared from pain. And in another, a woman fell downstairs and was found 
at post-mortem examination to have a burst aneurysm. Unquestionably she 
fell because of the haemorrhage. 

Looking back on this case, the correct diagnosis might have been made 
by lumbar puncture as soon as the spinal and x-ray films were negative. 
But at that date it would not have been possible to do anything surgically. 
Cerebral angiography and anesthesia suited to the problem lay in the future. 


EPILOGUE 
How accurately did a French writer later entitle a paper on the clinical signs 
of subarachnoid hemorrhage ‘Le Coup de Poignard cervicale’. The nuchal 
pain can indeed be like a dagger thrust. 




















REVISION CORNER 


KNOCK-KNEE 


KNOCK-KNEE, or genu valgum, is a deformity which is common in child- 
hood and early adolescence and often causes anxiety on the part of the 
parents; yet it is infrequently seen in adult life. Textbooks still mention 
rickets as a common cause but nowadays this is a rare disease in most parts 
of Great Britain; nevertheless a large proportion of children have genu 
valgum. Indeed, the condition is so common in children between the ages 
of two to six years that it may almost be regarded as a normal phase in 


childhood. 


CAUSATION 

The knees of normal children standing with the feet together should be in 
contact. The long axis of the femur is normally directed downwards and 
inwards and forms an angle of about 165° with the tibia, opening outwards 
at the knee joint. When the knees are in contact and there is separation 
between the internal malleoli of the ankle, the angle of 165° is diminished 
and the condition of knock-knee exists. As the line of transmission of the 
body weight passes to the outer side of the centre of the knee joint the force 
of gravity will tend to diminish the angle at the knee joint if for any reason 
the strength of the opposing force of muscles, ligaments or bone is inade- 
quate or weakened. 

Sometimes the deformity is more obvious because of coexisting torsional 
deformity of the tibia, the foot being externally rotated. This torsion may 
be acquired early in life through faulty sleeping or sitting habits. A child 
may sleep on his face and in the kneeling position with the feet externally 
rotated; or he may sit on the floor on his heels, with the feet externally 
rotated, a common position among child viewers of television. 

Whilst any pathological condition of the muscles, ligaments or bone may 
cause genu valgum, the most common cause in childhood is delay in 
acquiring postural muscle reflexes. These reflexes are not present at birth 
and when a child first stands he does so with the knees and feet in valgus. 
Until the reflex postural activity develops the genu valgum will increase. 
The condition is aggravated in children who are overweight or who are 
debilitated. 


SYMPTOMS AND SIGNS 
The child is usually brought for examination on account of the unsightly 
deformity, frequent falls, because the knees ‘get in the way’, for ‘flat feet’ 
or for faulty gait. 
The degree of knock-knee is estimated by measuring the distance between 
the internal malleoli. The knees must be fully extended and the patellz 
must face upwards. The legs are brought together with sufficient pressure 
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to compress the subcutaneous fat; in order to avoid ‘observer error’ it is 
always an advantage if the measurements are made by the same observer. 

As in many deformities, the stages which are recognized are muscular, 
ligamentous and bony. When due to faulty muscle control the deformity is 
only present when the child is standing; the ligaments may not be lax. 
In cases of long-standing valgus strain, however, the ligaments on the inner 
side of the knee are always stretched and the knee will be unstable or 
wobbly. Later the deformity becomes fixed and then is due to actual shorten- 
ing of the external lateral ligament of the knee or to actual bone deformity, 
the latter being recognized by x-ray examination. Very often the heels of 
the shoes are badly worn down on the inner side, but occasionally the wear 
may be on the outer side. 


TREATMENT 
In order to determine whether the deformity is increasing or not, the child 
should be examined at regular intervals from four to six months. The 
majority of children with the complaint recover with little or no treatment, 
but an over-anxious mother is not always satisfied with mere reassurance 
and is happier if some treatment is applied, which in any event can only 
do good. 

The type due to muscular deficiency usually has less than 2 inches 
(5 cm.) of separation and is seen under the age of three. In such cases the 
child should not be allowed to assume harmful postures while sitting or 
sleeping. He must not stand with his feet apart and his feet turned out. He 
should not be taken on long walks or shopping unless he is able to ride if 
he feels tired. He should, however, be permitted to run about normally 
and encouraged to use pedal toys—car or tricycle. A scooter, however, is 
harmful. It is an advantage even for him to sit astride a horse—a rocking 
horse will do. (Who has seen a knock-kneed jockey?) 

No splints need be used, not even night-splints. The heels of the shoes 
should be wedged 3/16 inch (4 mm.) on the inner side and elongated. If the 
heels are being worn down badly on the outer side, a small sponge valgus 
pad placed within the shoe is helpful and corrects pes valgus. In most 
cases physiotherapy and exercises are fortunately unnecessary, as it is 
extremely difficult to secure the cooperation of the child under the age of six. 

The ligamentous type has a degree of separation at the ankles usually less 
than 4 inches (10 cm.) and occurs under the age of four. The deformity may 
be fixed but, if not marked or increasing, may be treated as if in the 
muscular group. Spontaneous cure is not possible if the deformity is severe, 
and a decision must be made whether to attempt correction by the applica- 
tion of special splints or knock-knee irons which will have to be worn night 
and day until the lateral instability has disappeared, which may take eighteen 
months. Some surgeons are disinclined to use these irons as they consider 
that splintage inflicts psychological trauma. This is not very apparent in 
young children who are just starting school, and it is amazing how quickly 
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they become used to the splints and walk round and play in a completely 
unconcerned manner. 

The alternative treatment is operative and consists of supracondylar 
osteotomy of both femora. This should be done in any event when there is 
established bony deformity with over 4 inches of separation at the age of 
four years. Following operation the limbs are immobilized in a double 
plaster of Paris spica for a period of about three months. The child is then 
allowed free and can return to normal. It is only rarely, however, that radical 
treatment by splintage or operation is required. 

Recently a method of stapling the lower femoral epiphyses to stop growth 
has been introduced by Blount. The results of this treatment are not 
constant, and on that account if operative treatment is necessary the method 
is less preferable to osteotomy. 

F. C. DuRBIN, M.B., F.R.C.S. 
Orthopedic Surgeon, Princess Elizabeth Orthopedic Hospital, 
and Royal Devon & Exeter Hospital, Exeter. 


THE DIFFERENTIAL DIAGNOSIS OF LUMBAGO 


For the purpose of this short article I propose to use the term ‘lumbago’ 
as meaning low back pain. 


THE HISTORY 
Data from the history are often of greater diagnostic significance than the 
clinical examination. Careful inquiry should therefore be made concerning 
the character of the pain, and about symptoms referable to the urinary tract, 
and to uterine and bowel functions, and the many somatic symptoms of 
anxiety neurosis. With an adequate history, it should be possible to decide 
whether the pain is probably somatic or probably visceral in origin. 

At times the history is almost pathognomonic. During some everyday 
action a man is stricken with crippling lumbar pain of alarming severity: 
he can stand only with knees bent, for his lumbar spine is flexed and pulled 
over to one side in an agony of painful spasm. He is immobilized for a 
minute or two, and can move only with immense effort. I know of only two 
causes for this paroxysm: sudden collapse of a vertebral body from some 
disease of the bone, and protrusion of an intervertebral disc. A history of a 
succession of these seizures over a number of years is ¢lmost diagnostic of 
disc protrusion. Disc protrusion is rarely purely traumatic. It is preceded 
by some morbid process that weakens the annulus, allowing protrusion on 
very slight exertion : this may, or may not, be symptomless. So an acute attack 
may be the only event; or it may be preceded, or followed, by many months 
of chronic backache. The same crippling pain with locked spine may be 
ingravescent, reaching its full intensity only after twenty-four hours or 
longer; but ultimately the picture is typical. 
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Kellgren’s work on referred somatic pain has illumined this and all similar 
problems. Pain excited experimentally in a small zone in deep-lying muscle, 
or ligament, or periosteum, is felt diffusely over a large area. It is referred 
to a segmental area, in which may be found scattered points of deep tender- 
ness. Clinical examples of this experimental phenomenon are common. 
Widespread pain and tender points in the whole lumbo-sacro-iliac area may 
be referred from a small disc protrusion. There are some who assert that all 
lumbago is referred pain, and that the operative lesion is always in the spinal 
column. I am sure it is not so. But some abnormality in the spinal column 
will be found in, I should say, over 50 per cent. of cases. 


THE EXAMINATION 
The examination is guided by this probability. The spine is carefully 
examined, noting abnormalities of posture and movements, and tenderness 
over the vertebra. X-ray films of the lumbo-sacral spine must be obtained 
in all instances. The abdomen is examined as a routine. Pelvic examination 
is only necessary : (a) when there are pelvic symptoms, (b) when no adequate 
explanation is found in the routine data. 


CAUSES OF LUMBAGO 
I. VISCERAL 
A. Upper lumbar and loin: referred pain from: 
1. Kidney disease—renal calculus; chronic pyelonephritis ; malignant growth 
of the kidney; perinephric abscess. 
2. Peptic ulcer, especially invading the pancreas. 
3. Carcinoma of the pancreas. 
B. Sacral: referred pain from :— 
Pelvic disease—chronic salpingitis; carcinoma of the uterus; uterine 
fibroid; retroversion of the uterus; uterine prolapse; ovarian tumour; 
carcinoma of the prostate ; carcinoma of the rectum; ischio-rectal abscess ; 
spastic constipation. 
II. SOMATIC 
A. Referred pain from the spinal column: 
Common—disc protrusion; disc degeneration; osteoarthritis of the apo- 
physeal joints ; spinal osteoporosis. 
Relatively uncommon—ankylosing spondylitis; Paget’s disease; tubercu- 
losis ; metastatic carcinoma; myeloma; osteomyelitis. 
B. Referred pain from a soft tissue lesion: 
Myofascial or ligamentous sprain; postural strain: from postural errors, 
lumbar scoliosis, spondylolisthesis, and possibly minor congenital defects ; 
chronic sacro-iliac strain. 
C. Acute myositis 
D. The common rheumatism 
From toxic or endocrine disorders, or anxiety neurosis. 


Ill, PSYCHOGENIC—hysteria. 

Lumbar signs in acute disc protrusion are characteristic. The normal 
curve is flattened, and the spine lists to one side or the other: it is held rigid 
in this position of ‘sciatic scoliosis’. As pain lessens, some movement returns; 
but lateral flexion to the side that would correct the list is promptly checked 
by severe pain. Some clear up completely; but some leave a chronic low 
backache, and then diagnostic signs disappear. 
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In adolescents and young adults special care is necessary to exclude the 
early stages of ankylosing spondylitis, diagnosable by the x-ray appearances 
of the sacro-iliac joints and in no other way. Tuberculosis of a sacro-iliac 
joint, although rare, must also be considered in this age-group. In patients 
who have had an operation for carcinoma, it must always be remembered 
that bone may be affected by metastatic carcinoma and be radiologically 
normal for a time. In such patients severe lumbar pain is probably due to 
metastases. If necessary, the x-ray examination should be repeated after an 
interval. 

In the many cases of lumbago in which no disorder of the spine can be 
demonstrated there are three possible causes: 

(1) There may be a disc lesion though it cannot be demonstrated. 

(2) Pain is referred from a soft tissue lesion. Sprains and chronic strains 
are almost certainly responsible for many low backaches. 

(3) Referred pain is not the explanation. 


ACUTE MYOSITIS 

It was a Danish general practitioner who gave the first description of an 
epidemic myalgia (Bornholm disease), which was later proved to be a true 
myositis caused by a virus infection. It seems highly probable that epidemics 
of ‘stiff neck’ and of lumbago, of short duration, are quite common, and that 
they are due to infection by a similar myotropic virus, although this has not 
been proved. In one recorded epidemic many cases were associated at the 
onset with the common cold. 


THE COMMON RHEUMATISM 

Any account of lumbago must be tinged with the author’s idea of prob- 
abilities. There is a condition distinguishable from referred pain that I 
think we may still call muscular rheumatism. Like referred pain it is a 
diffuse deep ache, with localized zones of deep tenderness in the painful 
area. But this is not all. It is very variable, relative freedom for days and 
weeks being common. It is aggravated by rest, and partially relieved by 
moderate exercise. It is sharply aggravated by certain climatic conditions. 
Attacks may be precipitated by local chilling, by physical fatigue, and by 
emotional disturbances. It occurs in people subject to the well-known 
symptoms of anxiety neurosis: chronic fatigue, the so-called cardiac, gastric 
and intestinal neuroses, flushes, night sweats, easy chilling, and cold blue 
hands and feet. 

The whole picture, including the ‘rheumatism’, may result from anxiety 
neurosis, the mechanism being a disturbance of the autonomic nervous 
system. But what is not generally realized is that this disturbance is often of 
purely organic origin: it is a common feature of chronic toxic or infective 
conditions, and of certain endocrine disorders, notably the disturbance of 
the menopause. 

CONCLUSION 
There is much that is unknown about chronic lumbago; and far too many 
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assertions are made with an assurance that no evidence justifies. The 


discovery of disc lesions and referred somatic pain has made such an 


impression that there is now a tendency to ignore the evidence that muscular 


rheumatism of this type exists. 


KENNETH STONE, D.M., M.R.C.P. 


Physician, Arthur Stanley Institute, Middlesex Hospital, 
and the Kensington Institute of Rheumatic Diseases. 


[The treatment of lumbago will be discussed by Dr. Stone in a subsequent 


article. | 


NOTES AND QUERIES 


Discomfort after Feeding in Infancy 
QUERY. j 
ing our second child, aged 11 
birth, she has had discomfort after each feed, 
but now, after the 6 p.m. feed, she sleeps for 
exactly half-an-hour, then wakes 
This is relieved after 
take as 
pain is 

settle 


I should be grateful for advice regard- 


months. Since 


almost and 
with colic. 
sucking at a feeding bottle. She 


long as two hours to settle again 


sometimes 
may 
The 
obviously due to colic and she will not 
until borborygmi are heard. The whole episode 
of sleeping and crying may be repeated two or 
three times a night, even although her ‘wind’ is 
brought up. Belladonna tablets of 
phenobarbitone (} grain (15 mg.] given early in 
the day), chloral hydrate (6 grains 0.4 g.] at 
night), and ‘merbentyl’ I have found of no use. 
elder 


mixtures, 
) 


I had a similar experience with my 
daughter until she was 2 years of age, when 
suddenly she settled down for the whole night 
Could your expert offer any suggestions to help 


to settle this child? 


Repiy.—Infants of this with a nervous 
fretful temperament (usually genetic) are often 
mistakenly thought to have 


seldom possible to distinguish between pain and 


type 


colic since it ts 
temper in an infant. They require a much greater 
food intake than the average baby because of 
their activity and should be allowed to take as 
much as desired. Contentment will only come to 
such babies with a feeling of complete satiety, a 
feeling which is not regularly attained by many 
babies who are gaining weight well. If fretfulness 
still persists a calm quiet atmosphere is essential 
Drug therapy is disappointing and surprisingly 
large doses of sedatives, as in this case, may have 
little effect, but when used the dose should be 
boldly increased until an effect is obtained. 
Fortunately, the disturbance seldom persists for 
as long as in this child’s sister 

Proressor |. L. HENDERSON, M.D., F.R.C.P.ED. 


Penicillin in the Prophylaxis of 
Venereal Diseases 

Queries.—(1) In_ the 
diseases is the intramuscular injection of peni- 


prophylaxis of venereal 


cillin now widely used? What is considered to 
be a minimum effective dosage? 

(2) When a period of hours elapses between 
exposure and treatment—-say the morning after 


a night exposure—what is considered to be a 
minimum effective penicillin dosage? 
(3) Is it customary to combine any form of 


local treatment or drug with penicillin? 


Rep_y.—(1) Penicillin given by intramuscular 
injection for the abortive treatment of venereal 
diseases has been widely used in the United 
States and elsewhere, notably under the auspices 
of the World Health 


McElligott (1954) has called ‘the almost veter- 
inary methods of the mass campaign’. The pro- 


Organization in what 


cedure has not been generally accepted in this 
country and has been strongly criticized on the 
grounds that such treatment may do serious 
damage by leaving the individual concerned in a 
state of uncertainty. With a dreaded disease like 
syphilis, uncertainty is cften harder to bear and 
much more damaging in its effects on the mind 
than the certainty of infection. This is particu- 
larly so when the results of treatment in the 
early stages of the disease are known to be 
excellent and the treatment itself is unlikely to 
be harmful. There is also the danger, the extent 
of which has vet to be determined, that in some 
cases abortive treatment may result in prolonged 
latency without cure. 

As regards the minimum 
there is little sound experimental evidence on 
this point. Plotke et al. (1949) gave single in- 
jections of 600,000 units of penicillin in oil and 


beeswax to 77 contacts of infectious syphilitics 


effective dosage, 


and three (4° .,) of them de veloped syphilis, as 
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compared with 15 (25%) cases of infection 
among 65 untreated controls. Of the venereal 
diseases, only syphilis and gonorrhcea are likely 
to be affected by such treatment, and, if it is to 
be used at all, it should be sufficient to be 
reasonably effective against the more serious 
disease, syphilis. In view of the danger and un- 
certainties of this procedure, the inquirer would 
be wise to use such treatment only under ex- 
ceptional conditions, such as serious danger of 
infection in the latter part of pregnancy. The 
dosage should be as for an established infection 
with syphilis: namely, procaine penicillin, 
600,000 units intramuscularly daily for 10 days. 
Such treatment is tantamount to accepting the 
diagnosis of syphilis. The period of observation 
and standards of tests should be equal to those 
applied for established infection. 

(2) The reply to this question is contained in 
the answer to (1). 

(3) It is not customary to apply any form of 
local treatment other than that of elementary 
hygiene. Sulphonamides have been given by 
mouth, and with effect, in the prevention of 
chancroid and may be given in addition to 
penicillin if there is considerable danger of 
double infection with either syphilis or gonor- 
rheea and chancroid. 


References 
McElligott, G.L.M. (1954): Brit. J. vener. Dis., 30, 17. 
Plotke, F , et al. (1949): J. vener. Dis. Inform., 30, 252. 


AMBROSE J. KING, M.B., F.R.C.S. 


Treatment of Vitiligo 

Query.—I should be grateful for your advice 
regarding the treatment of leucodermia (or 
vitiligo). A patient of mine—a pretty little girl 
aged four years—is suffering from this un- 
sightly condition. The textbooks say that the 
psoralens (tablets containing 10 mg. of 8- 
methoxypsoralen and 5 mg. of 8-isoamyleneoxy- 
psoralen) are the most useful things in this 
condition, in combination with ultra-violet rays. 
I would like to know what the safe dose of these 
tablets would be for a child of four, and also 
what exposure to ultra-violet rays would be 
advisable. I would also be grateful for details 
of this technique. 


Rep.y.—Re-pigmentation in vitiliginous areas 
can be induced in a proportion of cases with 
extracts of Ammi majus Linn, a plant belonging 
to the parsley family which flourishes in the 
region of the Nile delta. The active principles 
of this, which are psoralen (furo-coumarin) 
derivatives, have a powerful photosensitizing 
effect and may be administered orally or applied 
locally, and in either case must be followed 
after an interval of several hours by solar or 
artificial ultra-violet irradiation, the former 
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being the more effective. The makers of ‘mela- 
dinine’ tablets and paint (Memphis Chemical 
Co.), which seem to be the same preparation 
as that referred to in the question, say that 
1 tablet per 10 kg. of body weight a day is a 
safe dose to start with, but they or their agents 
(Savory & Moore Ltd.) should be consulted 
for details of the technique, and there is no 
standardization. Irradiation should be given 
daily or on alternate days in suberythematous 
and progressively increasing doses, and at the 
beginning should not exceed 10 seconds. 

It would, however, be inadvisable to embark 
on this treatment without the cooperation of 
a dermatologist, as the method is hazardous and 
severe reactions may occur. The results are 
also very variable. For instance, Kanoff (7. 
invest. Derm., 1955, 24, 5), who treated 85 
patients ranging in age from 6 to 70 years by 
painting the patches with 1% 8-methoxy- 
psoralen, produced new pigment in 32 cases 
but in only 6 could the re-pigmentation be 
regarded as ‘cosmetically acceptable’. Unto- 
ward reactions occurred in 40 % of the subjects, 
varying from erythema to extensive edema and 
bulla formation. The combined oral and local 
treatment, however, probably gives better results 
but further work with more active extracts, or 
with chemically related substances, is required 
before this promising form of treatment is 
dependable or feasible in all cases of vitiligo. 

(There is also a useful critical review on the 
subject in the ‘Year Book of Dermatology’, 
1953-54 series. p. 29.) 

E. W. Prosser THOMAS, M.D. 


Overdosage of Vitamins A and D 
Query.—My family have regularly been taking 
compound vitamin capsules for some time. The 
approximate quantities taken daily are 7,500 
units of vitamin A, 2000 I.U. of vitamin D, 
plus B1, B2 and C. 

I would be grateful if you could let me know 

if daily ingestion of the above quantities regu- 
larly could cause any harmful effects in children 
or adults, or predispose them in any way, to, 
say, seborrheic dermatitis? 
Rep_ty.—The lower limit of ingestion in re- 
ported cases of chronic vitamin A intoxication 
is about 60,000 to 80,000 units daily, suggesting 
that an ample margin exists above the levels 
ingested by the questioner or his family. With 
regard to vitamin D, it has been suggested that 
some infants may be particularly sensitive, and 
that intakes of 20090 i.u. of one or other form 
of vitamin D may in them be harmful. Pre- 
sumably such sensitivity, if it exists, is main- 
tained as the child grows older. 

















NOTES 


Seborrheic dermatitis was reported by Czerny 
in 1912 to occur frequently in tuberculous 
children treated with 80 ml. of cod-liver oil 
daily. The potency is not stated but the intake 
would probably be around 60,000 i.u. of vita- 
min A, and perhaps 10,000 of vitamin D. But 
seborrheic dermatitis has not been mentioned 
in later reports. 


W. T. C. Berry, M.D., D.T.M. & H. 


Prevention of Pressure Deafness 
during Air Travel 


Query.—Apart from the wearing of ear-plugs 
is there any means of preventing pressure deaf- 
ness, and occasional earache, while flying? Is 
pressure deafness likely to have any lasting effect 
on hearing acuity? 


Rep.y.—Ear-plugs are of no value in preventing 
pressure deafness and earache when flying, their 
sole purpose being that of noise attenuation. 

Pressure deafness, and the associated earache 
which may accompany it, are due to inequalities 
of pressure in the middle and outer ear, the 
pressure differential causing trauma to the tym- 
panic membrane which, in extreme cases, can 
produce rupture. In the normal healthy in- 
dividual, such changes of pressure are com- 
pensated by the opening of the Eustachian tube, 
whereby equalization of pressure on both sides 
of the drum is effected but if, due to catarrh or 
other Eustachian obstruction, equalization of 
pressure does not take place, varying degrees of 
pain and trauma to the membrane occur. The 
anatomy of the Eustachian tube permits opening 
on ascent relatively easily, when the pressure in 
the external air is decreasing; the reverse, how- 
ever, does not hold true and on descent, as the 
atmospheric pressure increases, compensatory 
opening of the Eustachian tube may fail to occur, 
with the result that the drum is strained in- 
wards, with resultant deafness and earache. 

The simplest way to prevent this condition is 
to ask to be advised five minutes before descent 
begins, and at that time, and periodically there- 
after, to use a simple form of mucosal decon- 
gestant. For this purpose the well-known 
‘benzedrine’ inhaler is very effective. In simple 
cases its use usually permits opening of the 
Eustachian tube with consequent equalization 
of pressure, and relief of pain and deafness. 
Even this, however, will fail to work in severe 
catarrhal conditions when it would be advisable 
not to fly at all. When no infection of the naso- 
pharynx is present, the simple act of chewing a 
sweet produces adequate opening of the 
Eustachian tube and it is for this reason that 
sweets are handed out at the beginning and end 
of each flight by the majority of airlines. 
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Pressure deafness does not have any lasting 
effect on hearing acuity. 
K. G. BERGIN, M.D., D.P.H., F.R.AE.S. 


Thunder Malaise 
Query.—I would be grateful for suggestions to 
help a patient of mine. During thundery weather 
he experiences malaise, has a frontal headache 
and sometimes has vague pains in his legs. As 
there has been a lot of this sort of weather 
recently his management is becoming quite a 
problem. 
Repty.—This is the sort of problem which 
calls more for practice of the art than the science 
of medicine, for the effects of temperature and 
humidity are so variable that no general ‘anti- 
thunder’ regime can be laid down. A knowledge 
of the patient’s temperament and frailties will 
help in deciding what to do. Without knowing 
these I suggest that the patient may be helped 
by suitable clothing, an electric fan in his room 
and a trial of dexamphetamine. 

C. ALLAN BIRCH, M.D., F.R.C.P 


Judging Baby Competitions 
Query.—I have recently been approached with 
a view to becoming a judge at a local baby com- 
petition. In view of this alarming proposition, 
I would be grateful if you could direct me to 
some useful source of information on the sub- 
ject. Pediatric textbooks contain nothing, to 
my knowledge, on practical suggestions. 
Repiy.—There are many criteria by which one 
baby may be judged superior to another, but 
for the purposes of judging a baby competition 
only the simplest rules should apply :— 

The baby should be firm and not too fat. 
His eyes should be bright and his colour good, 
though any degree of sunburn should lose marks. 
General cleanliness and sensibility about cloth- 
ing should also be noted, but the judge should 
not be deflected by good looks and curls and 
excessive frills. It is assumed that obvious de- 
formities and blemishes will be noted against the 
candidate. 

These are relatively minor points of advice. 
For the judge’s peace of mind he should have 
with him a secretary who can understand his 
signs of disapproval or approval and make note 
of these in an illegible manner—e.g. shorthand, 
for undoubtedly he will have at his shoulder, 
throughout the afternoon, various mothers and 
their spies to note how the competition is going. 

Having made his decision he will undoubtedly 
have forgotten the appearance of the winner 
and my advice is that he should not wait to see 
this baby but should get into his car and drive 
home as quickly as possible! 

A. A. H. GalrLey, M.D., M.R.C.P.ED., D.C.H. 
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PRACTICAL NOTES 


Chlortetracycline and Hepatic 
Coma 

Tuat ‘chlortetracycline may be of benefit in 
‘spontaneous hepatic coma ”’ ’ is the conclusion 
reached by E. A. Phear and her colleagues 
(Clinical Science, 1956, 15, 93) as a result of 
their study of methionine toxicity in liver disease 
in 28 patients. Oral methionine caused neuro- 
logical deterioration in seven of the nine patients 
with portal cirrhosis and chronic portal systemic 
encephalopathy. It was without effect in seven 
patients with hepatic cirrhosis who had never 
had neurological complications. Intravenous 
methionine was given to four of the patients 
who had previously deteriorated with oral 
methionine: in three there was no change in 
neurological status, whilst in the fourth there 
was a delayed exacerbation. Five patients who 
had previously deteriorated when given oral 
methionine, were completely or partially pro- 
tected by the simultaneous administration of 
chlortetracycline. Blood methionine levels were 
higher than those obtained with methionine 
alone, whilst blood ammonia levels did not show 
any conspicuous change during the administra- 
tion of chlortetracycline with methionine. It is 
therefore concluded that the toxicity of meth- 
ionine in patients with chronic portal systemic 
encephalopathy is due to some breakdown pro- 
duct of methionine other than ammonium. The 
modus operandi of the protective action of chlor- 
tetracycline is still obscure. 

Another recommendation of these workers is 
that, as there is no conclusive evidence that 
methionine ameliorates the course of liver 
damage in man, and as it has now been shown 
to have a toxic effect in some cases, its use in the 
treatment of liver disease should be given up. 


Prevention of Streptomycin 
Dermatitis 

Tue use of sterile cartridges (‘viules’) is recom- 
mended by Gwynn Howells (Lancet, May 26, 
1956, i, 780) for the prevention of streptomycin 
dermatitis in nurses. He gives deiails of two 
cases in which the use of these ‘viules’ allowed 
sensitized nurses to give streptomycin injections 
with impunity. One was a male nurse who was 
sO sensitive to streptomycin that he ‘dared not 
go into a room while an injection was being 
prepared or given’. By using the ‘viules’ accord- 
ing to the technique outlined in this article, he 
has been giving twenty injections a day since 
August 1955, without incurring any reaction. 
Once when he tried to give streptomycin by the 


usual method he had an immediate reaction. 
The other was a female nurse who had been 
off duty for four months on account of strepto- 
mycin sensitivity. Although still sensitive to the 
antibiotic, since October 1955 she has been 
giving up to 20 g. of streptomycin daily by the 
‘viule’ méthod without any reaction. In view of 
these findings it is recommended that further 
trials should be carried out. ‘If it is confirmed 
that sensitive nurses can continue to give in- 
jections by this method, the method should be 
used to prevent contact sensitivity’. 


Thrombophlebitis and Malignant 
Disease 

IF no apparent cause can be found for thrombo- 
phlebitis, ‘cryptic malignant disease should be 
seriously considered as an etiologic possibility’, 
according to K. R. Woolling and R. M. Schick 
(Proceedings of the Staff Meetings of the Mayo 
Clinic, April 18, 1956, 31, 227). This recom- 
mendation is based upon an analysis of 15 cases 
of previously unrecognized cancer seen at the 
Mayo Clinic during 1946-52, in which thrombo- 
phlebitis was the presenting sign. Only one of 
these patients was under the age of 40, and 10 
were aged 50 years or more. The primary sites 
of cancer in these patients were the pancreas in 
three, the ovary in three, the stomach in two, 
the lung in one, the breast in one, probably 
prostate in one, and indeterminate in four. The 
appearance of the thrombophlebitis antedated 
the diagnosis of the malignant lesion by four 
days to seven months: in six cases it was at least 
three months. A poor response to adequate anti- 
coagulant therapy, or an unexplained episode of 
pulmonary embolism, ‘should arouse suspicion 
of cryptic malignant disease’, and it is recom- 
mended that ‘every patient presenting such 
symptoms should have a careful physical ex- 
amination, with particular attention being given 
to the breasts, prostate and pelvis’. The opinion 
is expressed that ‘greater suspicion of cancer in 
cases of apparently spontaneous thrombo- 
phlebitis among patients more than 40 years of 
age may stimulate earlier intensive investigation 
and diagnosis which may lead to more successful 
treatment in these cases’. 


Control of Nasal Staphylococcal 


Carriers 

SATISFACTORY results in the control of staphylo- 
coccal infection of the newborn in hospital 
nurseries is reported by Phyllis M. Rountree 
and her colleagues (Medical Journal of Australia, 


4 
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March 31, 1956, i, 528) from the treatment of 
nasal carriers in the nursing staff by an ointment 
containing 3.5 mg. of neomycin and 500 units of 
bacitracin per gramme of a bland base. Each 
carrier was given a tube containing 7 g. of the 
ointment and asked to apply the ointment to the 
inside of the nose thrice daily for a week. Swabs 
were taken one week after the course of treat- 
ment ended and one month later. One week after 
treatment ended the swabs from 28 of the 64 
nurses (i.e. 43.7°)) were negative. One month 
later, 52 of the nurses were still available for 
swabbing, and 35.8°, of them were non- 
carriers. No evidence of resistance to neomycin 
or bacitracin was found in any of the strains 
isolated from the repeat swabs. As the ointment 
was not applied under supervision it is con- 
sidered probable that some of the failures were 
due to non-compliance with instructions. In the 
end, half of the failures were considered to be 
due to inadequate application. This means that 
the percentage of nurses from whom the treat- 
ment removed the original staphylococcus was 
probably around 80°. This fall in the carrier 
rate of staphylococci was accompanied by a drop 
in the incidence of neonatal infection from 10 
to 14% to around 2 to 3%. The final conclusion 
is that this method of control is ‘worthy of 
further investigation as a means of eliminating 
carriers of ““epidemic”’ strains and of reducing 
the incidence of sporadic neonatal infection’. 


Reserpine in Hypertensive Crises 
INTRAMUSCULAR reserpine ‘appears to be the 
treatment of choice for hypertensive crises’, 
according to R. W. Griffin et al. (New England 
Journal of Medicine, March 29, 1956, 254, 593). 
This conclusion is based upon the findings in 
a series of 12 patients with a sustained recum- 
bent diastolic pressure of at least 110 mm. Hg: 
six had hypertensive cardiovascular disease, four 
had malignant hypertension, and two had 
glomerulonephritis. The recommended dose is 
2.5 mg. every twelve hours. The average onset 
of effect was three hours, and the usual duration 
of effect was just over ten hours. In most cases 
a smooth fall in blood pressure was obtained, 
‘without sudden or marked variation and with 
predictable results’. No significant effects upon 
renal function were observed, and there was no 
alteration in the electrocardiogram. The most 
common side-effect was somnolence, whilst the 
most unpleasant was anxiety which was noted 
in four cases, but in two of these it followed 
a dose of 10 mg. There were no complaints ot 
nausea or vomiting. 


Mustine and Carcinoma of the Lung 


‘THe results of the use of nitrogen mustard 
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(mustine) in a series of 198 with 
advanced carcinoma of the lung are reported 
by H. B. Hatch, J. K. Bradford and Alton 
Ochsner (Journal of the American Medical 
Association, March 31, 1956, 160, 1129). All 
but forty-eight of the patients received only one 
course of treatment, consisting of a daily dose 
of 0.1 mg. per kg. body weight for four days. 
Symptomatic relief of varying degree was 
obtained in 45.9% of cases. Of the 150 patients 
who received only one course of mustine, 43 
(28.7%) showed some response, compared with 
45 (93.7%) of the 48 who received more than 
one course. Although only 25 patients received 
deep x-ray therapy either before or after mustine 
therapy, this combination appeared to be the 
most efficacious method of treatment. Taking 
the series as a whole, there appeared to be no 
difference in the response to treatment whether 
or not the lung had been resected; nor did the 
histological type of the tumour appear to affect 
the response. The conclusion is reached that 
‘nitrogen mustard represents a most valuable 
adjunct to the palliative therapy of advanced 
bronchogenic carcinoma, but it must be realized 
that this chemical is not carcinolytic and that 
its beneficial effects are only transient’. 


patients 


Dog Bites of the Face 

Durtnc the last thirty months, 1°, of all ad- 
missions to Mount Vernon Plastic Centre were 
on account of dog bites of the face. In analysing 
these 31 cases, T. L. Barclay (British Journal of 
Plastic Surgery, April 1956, 9, 34) reports that 
25 had tissue loss and six had lacerations without 
such loss. All required a general anzsthetic for 
repair of the wound. The opinion is expressed 
that in the majority of cases the patients were 
more to blame than the dogs. Sixteen of the 
patients were aged 15 years or more. Sepsis was 
no more a problem than in other facial lacera- 
tions. It was not encountered in any case in this 
series, and it is therefore concluded that, when 
the case is seen early, primary repair should 
not be put off because of the fear of sepsis 
developing. Special attention is devoted to bites 
of the upper lip. There were 13 of these, and 
all had a remarkably similar appearance which 
suggested that they had all resulted from the 
lips being in the kissing position when bitten. 
Confirmation of this suggestion was obtained 
from the fact that twelve of the patients with 
this type of bite were women or young children, 
who are more likely to kiss dogs, and the only 
man in this group admitted that he was kissing 
his dog when bitten. Two of the women also 
admitted that they were bitten when kissing 
their dogs. 
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Vitamin A for Verruce 


PROMISING preliminary results in the treatment 
of plantar and mosaic warts, which have failed 
to respond to other forms of treatment, are 
reported by M. D. Steinberg et al. (Surgery, 
April 1956, 39, 642), from the injection into the 
wart of the following solution: 


Vitamin A palmitate 2.96 g 
Alpha tocopherol 0.40 g 
Sesame oil 0.60 g. 
Polysorbate 80 U.S.P. 10.00 g 


Distilled water to 100.00 mi, 


This solution, which can be ampouled and auto- 
claved for sterilization, contains 50,000 units of 
vitamin A per millilitre. The initial injection, 
given with a tuberculin syringe, should not 
exceed 0.1 ml. per sq. cm. of verrucous area. 
Injections are given at weekly intervals, and the 
dosage may be increased to 0.2 ml. per sq. cm. 
Care should be taken to avoid intravenous in- 
jection. Usually from two to eight injections are 
necessary. Involution begins within a few days, 
and pain usually disappears after the first or 
second injection. The authors have only had 
seven failures among the first 300 cases they 
have treated by this method. 


Cyanocobalamin and Growth in 


- 


Children 


No evidence of any effect upon growth or health 
from the administration of cyanocobalamin 
(vitamin B,,) was found by Doris A. Craigmile 
and her colleagues (Monthly Bulletin of the 
Ministry of Heaith, May 1956, 15, 78) in a 
carefully controlled investigation on children, 
aged 1 to 2 years, attending day nurseries in 
Birmingham. Cyanocobalamin, in a dose of 50 
mcg., was given daily to 22 children over a period 
of six months. During the same period a com- 
parable group of 25 children was given an 
apparently identical, but inactive, preparation. 
At the end of six months there was no difference 
between the two groups in gain in weight or 
gain in height. Neither was there any apparent 
effect upon the health of the children. In each 
group, 13 absences due to colds were reported, 
and the average number of days of absence per 
cold was 6.2 and 6.3 in the two groups. In the 
cyanocobalamin group there were 14 cases of 
measles, with an average period of absence from 
the day nursery of 20.8 days. In the control 
group the comparable figures were 17 cases of 
measles, and an average period of absence of 
22.1 days. The matrons of the nurseries were 
unable to detect any difference in appetite or 
behaviour between the two groups. 


Treatment of Bed-Sores 


As an adjunct to the treatment of bed-sores 
E. W. Miller, Jr. (New York State Journal of 
Medicine, May 1, 1956, 56, 1446) recommends 
the use of an ointment containing 10°, papain, 
10°, urea, and 0.5%, ‘water-soluble chlorophyll 
derivatives’, in a hydrophilic base. He reports 
on the use of this ointment in a series of 24 
patients with bed-sores which had resisted 
treatment for periods ranging from one month 
to over a year. The average age of the patients 
was 70. In the series, 23 cases ‘progressed to 
complete healing’: one healed within three 
weeks, 12 in three to four weeks, and five in 
four to five weeks. Five required two to three 
months for complete healing. The ointment was 
applied daily in most cases, and covered with a 
standard gauze dressing. In the more resistant 
cases it was applied twice daily. Other standard 
measures were also used, such as care to prevent 
pressure on the ulcer and heat treatment with a 
60-watt lamp. No evidence of irritation or other 
untoward reaction was noted in any case. In a 
comparable series of 15 cases, the same ointment 
minus the chlorophyll was used, but in all of 
these it had to be discontinued within one to 
three days because of the intense inflammatory 
reaction accompanying the enzymatic debride- 
ment produced by the papain. It is claimed that 
‘the chlorophyllin is essential in the combination 
for the purpose of neutralizing inflammatory 
products of the enzymatic process’, and ‘to 
promote early formation of healthy granulations’. 


Hair Loss with Selenium Sulphide 
Shampoo 

Six cases of loss of hair following the use of 
selenium sulphide shampoo are reported by 
R. W. Grover (Journal of the American Medical 
Association, April 21, 1956, 160, 1397). In three 
of the patients the hair began to fall out after 
the shampoo had been used weekly for periods 
of four, five and ten weeks respectively. In the 
other three cases it had been used for two or 
three years at intervals of three to four weeks, 
but in one of them it had also been used occasion- 
ally at weekly intervals and it was only after 
such use that the hair fell out. In every case the 
hair loss ceased when the shampoo was dis- 
continued. Attention is drawn to the parallelism 
between these cases and the hair loss which is a 
manifestation of chronic selenium poisoning in 
livestock. It is therefore considered probable 
that ‘falling of hair after the use of selenium 
sulphide shampoo represents a toxic effect from 
absorption of selenium ions through the skin’, 
and caution is urged in the use of such shampoos, 
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REVIEWS OF BOOKS 


Peripheral Vascular Disorders. Edited by 
PETER MARTIN, V.R.D., M.Cuir., F.R.C.S.ED., 
R. Bevertey LYNN, M.D.,_ F.R.C.S., 
J. Henry DIBLE, M.B., Lt.D., F.R.C.P., 
and Ian Arp, Cu.M., F.R.C.s. Edinburgh: 
E. & S. Livingstone Ltd., 1956. Pp. viii 
and 847. Figures 568. Price £5 tos. 

Tuis is a book in the grand style, with 568 

illustrations, 35 of which are in colour, and 

most of the remainder excellent reproductions 
of x-rays. Particularly outstanding are the chap- 
ters on the physiology of peripheral blood flow 
by Barcroft, the anatomy of the nerve supply to 
peripheral vessels by Mitchell and the patho- 
logical studies of Dible, who reports important 
work which has been in progress for the last six- 
teen years and much of which has not been 
published elsewhere. Also outstanding are 

Steiner’s x-ray studies. 

The clinical sections are, unfortunately, rather 
less stimulating. There is a tendency to repeti- 
tion, even by the same author in the same 
chapter, and for the sake of completeness long 
lists are sometimes given which seem inappro- 
priate to a postgraduate text. The book would 
benefit from pruning in some areas and extension 
in others. Thus, the sections on disseminated 
lupus, dermatomyositis and scleroderma are not 
perhaps necessary in a book with such a surgical 
flavour, whereas the management of the patient 
with thrombophlebitis and the use of anti- 
coagulant therapy in this condition are dismissed 
in two short inadequate paragraphs. 

The book is beautifully produced and the 
illustrations excellent but here again a certain 
amount of restraint would be possible. One 
wonders, for example, whether a picture of 
Horner’s syndrome is really necessary in a post- 
graduate textbook, particularly when the legend 
calls it Homer’s syndrome. 


Peptic Ulcer. By Ciirrorp J. BARBORKA, 
M.D., and E. Ciinton Texter, Jr., 
M.D. Boston: Little Brown & Co.; 
London: J. & A. Churchill Ltd., 1955. 
Pp. xiii and 2go. Illustrations 33. Price 
50s. 

Tuts book presents a general survey of peptic 

ulcer in a conventional and orthodox form from, 

if anything, a rather too uncritical point of view. 

It is interesting, for example, to find here a 

fairly full account of vagotomy together with 

other possible surgical forms of treatment, but 
disappointing that the authors should conclude 
this chapter with the rather dubious hope that 

‘perhaps a combination of the several operations 





will ultimately offer the best long-term results’. 
There is a good account of the cholinergic 
blocking drugs such as ‘banthine’—fourteen 
proprietary varieties are given—and some very 
detailed dietary regimes which in this country 
are now considered less important than they 
used to be. The reader may feel the lack of 
any clear and definite emphasis giving the 
authors’ own views, but the subject is covered 
readably along well-worn channels. It seems to 
be suggested in the preface that the book might 
prove a useful adjunct to treatment if given to 
the patient himself to read, but this might 
surely have disappointing results as it is written 
for the general practitioner and not the layman. 


Practical Neurology. By Leo M. Davinorr, 
M.D., and EMANUEL H. FEIRING, M.D. 
London: McGraw Hill Publishing Co. 
Ltd., 1955. Pp. 442. Price 52s. 6d. 

Tus is an excellent book and fills what has 
long been a gap in neurological literature. It is 
primarily designed for general practitioners, but 
will also be of considerable value to students and 
others. The customary long anatomical chapter, 
which one has come to associate with textbooks 
of neurology, has been omitted and, for a book 
of this sort this is no loss. Instead there is a 
comprehensive chapter on the examination of 
the nervous system, with much useful advice. 
The remainder of the book is devoted to the 
commoner, and also the less common, nervous 
diseases and is set out in such a way as to make 
it easy to distinguish the former from the latter. 
The least satisfactory chapter is that on tumours, 
in which perhaps too great emphasis is placed 
on tumour types and too little on specific 
symptomatology. The characters of the headache 
of raised intracranial pressure are not sufficiently 
emphasized. 

The only major criticism of this book is the 
absence of any illustrations. Their addition in 
future editions would enhance the value of what 
is, in other respects, a most useful volume. 


Cancer Cells. By E. V. Cownpry. Phila- 
delphia and London: W. B. Saunders 
Co., 1955. Pp. xvi and 677. Figures 137. 
Price {5 12s. 

Tue first six chapters of this book deal with the 

general pathology of malignant growths; they 

are stimulating, clearly written and up-to-date. 

Chapter 7, on “The Agents causing Cells to 

become Malignant’, reduces a complex problem 

to relative simplicity and recent work in this 
field is dealt with skilfully. The part played by 

a single trauma, by viruses and by heredity, the 
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mutation hypothesis, and the problem of latent 
cancer are dealt with critically and shorn of 
irrelevant detail. The last five chapters are the 
product of Dr. Cowdry’s experience in cancer 
research. They deal with the geographical fre- 
quency of cancer, cancer prevention, diagnosis 
and treatment, and the story of regression and 
change in malignancy. The last chapter, which 
is concerned with ‘Cancer Research’, is ob- 

viously inspired by the author’s experience as a 

director of a large cancer research laboratory 

and as the President of the American Association 
for Cancer Research. 

Before entering the field of cancer research 
the author of this book was already an inter- 
national authority on microscopic anatomy and 
was famous for his exceptional ability to relate 
normal structure to physiological function. As 
one would expect, his outlook in writing about 
cancer cells is that of a trained observer experi- 
enced in several scientific disciplines, and it is 
not surprising that, as a serious student of the 
cancer problem, he shows himself to be a fair- 
minded critic of the immense output of original 
work which pours from the cancer research 
laboratories of every civilized country in the 
world. 

Functional Otology. By Maurice F. HELLER, 
M.D., BERNARD M. ANDERMAN, M.A., and 
E.uis E. Sincer, M.A. New York: 
Springer Publishing Co. Inc.; London: 
Interscience Publishers Ltd., 1955. Pp. 
ix and 225. Figures 31. Price 4os. 

AUDIOLOGY is that branch of otology which 
specializes in assessment of hearing defects and 
which seeks to remedy them by training and 
the fitting of a suitable hearing aid. The whole 
field is covered and this book will be of interest 
to those who constantly have dealings with deaf 
patients. It is unlikely that the average busy 
general practitioner will benefit, for the rudi- 
ments of the subject are not sufficiently expanded 
for those without previous knowledge. Practising 
otologists, however, will appreciate this work as 
an accurate summary of essentials, they will be 
envious when they read of the space and equip- 
ment available to American audiologists, and 
they will doubtless grumble about the price 
demanded for such a small book. 


A Manual of Anesthetic Techniques. By 
WILLIAM J. PRYOR, M.B., CH.B. (N.Z.), 
F.F.A, R.C.S., D.A., M.F.A., R.A.C.S. Bristol: 
John Wright & Sons Ltd., 1956. Pp. 
xi and 224. Figures 77. Price 27s. 6d. 

‘THERE are now many techniques for anzxs- 

thetizing a patient, each one with particular 
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advantages or disadvantages, depending upon 
the state of the patient or the operation to be 
performed. Indeed, for any one operation a 
patient can often be anzsthetized in several 
different ways, yet, in competent hands, with 
equally successful results. Dr. Pryor has written 
this book for newcomers to the subject—pri- 
marily house officers and resident anzsthetists- 
as a guide to the better-known and established 
methods of anesthesia. His approach is essen- 
tially practical, explaining how to carry out the 
particular procedure, but with the minimum of 
necessary theory and basic science added on 
occasions to illustrate a special point. There are 
also some useful references and illustrations. 
Altogether this is an excellent and well-produced 
book. 


Behaviour Problems of Children. By J. C. 
MARFATIA, M.B.(BOMBAY), D.P.M. Bom- 
bay: The Association of Pediatricians 
of India, 1956. Pp. xiv and 159. Price 
Rs. 6/4. 

Tus volume of pocket-book size contains an 

extremely clear outline of the principles of child 

psychiatry. The author has for many years 
been a teacher in the Grant Medical College, 

Bombay. There is a long bibliography of the 

best English and American authors, and the 

book is well produced and the English is good. 

For the European reader considerable interest 
attaches to the case histories. These, however, 
are not so different in essentials from those of 
the West as one might imagine. The book is 
likely to further the cause of child psychiatry 
in India and will be read with benefit by 

Western colleagues as well. 


Physical Measures in the Treatment of 
Poliomyelitis. By Ropert J. S. REYNOLDs, 
S.R.N., M.C.S.P. London: Faber & Faber 
Ltd., 1956. Pp. 140. Illustrations 40. 
Price 12s. 6d. 

Mr. ReyNnoups’ department of physical medi- 

cine at Carshalton Hospital is well known to 

students of the treatment of poliomyelitis, and 
there is no doubt that the methods described 
in this book give good results in the hands of 
his expert staff. The emphasis is chiefly on 
muscle spasm, hot packs, tight muscles, lying 
in the supine position, early standing and walk- 
ing exercises, as advocated by Sister Kenny. 
In cases of developing respiratory paralysis 
his advice to try hot packs first before a res- 
pirator is quite out-of-date and must now be 
considered dangerous. His ideas about the 
physiologceal effects of hot packs are unrealistic 
but that does not mean they are not useful. 
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He makes no attempt to describe the treatment 
of cases in which both trunk shoulder- 
girdle muscles are severely 
advice about the 
children is inadequate. There are, however, 
many useful points to be gleaned from this book. 


Lane, Bt. By 


and 
involved, and his 


prevention of scoliosis in 


Sir William Arbuthnot 
T. B. Layton, p.s.o., M.s. Edinburgh 
E. & S. Livingstone Ltd., 1956. Pp. viii 
and 128. Figures 8. Price 21s. 

Ir is difficult for one who knew and admired 

Arbuthnot Lane to discuss this book within the 

confines of a review. The author spent his whole 

life at Guy’s, as a student, a house surgeon, a 

registrar and later as a colleague of Lane. He 

knows more about the great man than anyone 
alive today, and he is determined to present to 
the world a picture of his elusive personality, of 
the wonderful influence he exerted over all who 
came into contact with him, and of the great 
part he played in moulding the pattern of the 
surgery of the twentieth century 
Lane was born a hundred years ago 
prophet rather than a scientist, a shy visionary 
rather than a public figure. He wrote little, and 
that in a manner calculated to arouse opposition. 


He was a 


He was a poor teacher, yet to those who worked 
for him or with him he taught everything. It 1s 
therefore necessary that one of them should paint 
his picture and estimate his influence to a world 
for whom he will soon be little more than a name. 

For this task Layton has some obvious defects. 
He is so anxious to miss nothing that he often 
overloads his pages with irrelevant facts and 
dreary quotations. He would have done well to 
omit much in the first chapter that deals with 
other members of the Lane family, and excerpts 
such as the quotations from Goodhart’'s totally 
Then he 
is sO anxious not to overdo his hero-worship 
that he is apt to damn with faint praise. He starts 
chapter IX with the sentence initiated 
nothing’. Was ever a statement further from 
the truth? Lane initiated nearly everything that 
is good in the surgery that we see around us in 
the world today. Every advance is based on a 
series of preceding advances going back well 
before the dawn of recorded history. Someone 
invented fire; but creatures had 
clustered for warmth round the embers of forest 
fires for millenia before they learned to make 
Lister did but give form to 


unimportant criticism of colectomy 


Lane 


subhuman 


articulate noises. 
Pasteur’s discoveries and Semmelweis’ methods, 
and, by his Quaker persistence, gained for them 
acceptance a few years earlier than they would 
have took the new 
from the Lister's 


otherwise received. Lane 


weapons clumsy hands of 


followers, and from them beat the bright sword 
of attack and 


the shining armour of defence 
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with which the battles of twentieth-century 
surgery have been won. 

This book should find its place in the library 
of every surgeon because of the great man it 
records, because of the faith that shines in his 
pupil even forty years after he retired from 
hospital, and because it is produced with the 
excellence that marks all Livingstone books. 


Der Fersenschmerz. By Pror. Dr. Kurt 
Stucke. Stuttgart : Georg Thieme Verlag, 
1956. Pp. xvi and 163. Figures 68. Price 
DM. 29.70. 

\T first it seemed extraordinary that a book of 

this length could be written on the subject of 

the painful heel. In fact this is an excellent little 
textbook with a remarkable scope of interest. 

The anatomy of the area is well described and 

this is followed by a thorough discussion of 

every type of lesion of the Achilles tendon, its 
covering skin, the os calcaneum and its epiphysis 
and the neighbouring burse, including de- 
cubitus ulceration, frostbite, osteomyelitis, 
tuberculosis, tabetic lesions, fractures, vascular 
diseases and, of course, the calcaneal spur. Con- 
servative and surgical methods of treatment are 
fairly assessed. The 
revealed in his catholic approach to the literature 
which is exhaustive and world wide. It is perhaps 
ungrateful to suggest that the book would have 
been improved by a short 

evolutionary morphology of the heel. This is a 

book which should be in every orthopedic sur- 

The paper, printing and illustra- 

tions make its perusal a pleasure. 


author’s wide interests are 


exposition of the 


geon’s library 


NEW EDITIONS 
A Short Textbook of Midwifery, by G. F 
Gibberd, M.B., M.S., F.R.C.S., F.R.C.O.G., sixth 
edition (J. & A. Churchill Ltd., 30s.).—Since 


the appearance of the first edition in 1938, this 
textbook has 
popularity among students and recently quali- 
The present edition, like its 


deservedly achieved a_ wide 
fied practitioners 
predecessors, is characterized by the author's 
simple, lucid style and, although comprehensive 
in context, is still not a forbiddingly large volume. 
As the preface states, sudden radical changes 
in the practice of midwifery 
methods and approaches evolve gradually. The 
evolution has been admirably reflected in succes- 
sive editions of this work. Adequate emphasis 
is given to recent advances, whilst the sound 
basic principles of obstetric practice are retained. 
There are few omissions from the text, although 
occasional criticisms may be made of points of 
emphasis. The chapter on uterine inertia con- 
tains a brief reference to painful incoordinate 


are rare, and new 


contractions but it does not impress the student 
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with the clinical difficulties of this condition. 
But this and other similar minor criticisms in 
no way detract from the general value of the 
book which is a concise, orthodox statement of 
current British obstetrical opinion. It will 
continue to attract the student and the prac- 
titioner of midwifery. 


A Manual of Practical Obstetrics, by O’Donel 
Browne, revised by J. G. Gallagher, M.p., 
M.A.O., F.R.C.P.1., M.R.C.0.G., third edition (John 
Wright & Sons Ltd., 37s. 6d.).—In largely 
rewriting this edition Dr. Gallagher has brought 
the text fully up to date, preserving the con- 
servative wisdom and direct instructional style 
of his predecessor. The chief advances of the 
Dublin school, including the use of hypotensive 
therapy in pre-eclampsia, the thiopentone- 
dextrose drip in eclampsia, routine use of the 
Shea test to detect fibrinogen depletion in 
accidental antepartum hemorrhage, and especi- 
ally the wider use of symphysiotomy in pelvic 
contraction, are described. With so wide a field 
compressed into so small a compass the relative 
importance of commoner abnormalities is often 
obscured, and the lack of distinction between the 
fields of domiciliary and hospital procedure 
seriously reduces the value of the book as a 
vade mecum for the general practitioner. 


Breast Feeding, by F. Charlotte Naish, M.p., 
second edition (Lloyd-Luke (Medical Books) 
Ltd., 12s. 6d.).—This small book by a general 
practitioner who is also the mother of five 
children, first published in 1948, is based 
mainly upon family practice and has proved of 
great value to many concerned with the rearing 
of infants. Like the original volume, this revised 
edition is an admirable exposition of current 
scientific and clinical views on breast feeding, 
and the approach is well balanced and practical. 


Child Development: Physical and Psychologic 
Growth Through the School Years, by Marian E. 
Breckenridge, M.s., and E. Lee Vincent, Px.D., 
third edition (W. B. Saunders Co., 35s.).— 
Doctors, medical students, nurses, teachers, 
social welfare workers, and indeed, as is pointed 
out in the preface, students who will become 
parents, will find the perusal of this book both 
interesting and profitable. The syllabus of the 
recently revised regulations of the National 
Nursery Examination Board gives pride of place 
to the development of the healthy child, so to 
these students, too, the book will also have an 
appeal, though they may perhaps find it rather 
heavy reading in some places. The opening 
chapter deals with some general principles and 
subsequent chapters are concerned with physical, 
emotional, nutritional, home and other influences 
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on growth and development. Thereafter follow 
chapters on the use of the body and the develop- 
ment of memory, language, personality and the 
like. At the end of each chapter is a list of 
selected readings and finally « list of films and 
film scripts recommended as useful for study in 
conjunction with the book. In some 440 pages 
a vast and comprehensive field is covered in a 
reasonable, lucid and balanced manner and is 
easily readable. A fair, critical outlook on 
controversial ‘aatters is maintained and in 
general the terminology is not too complex to 
be readily understood by those who have not 
had the advantage of an academic training. The 
book can be recommended as a helpful and 
useful addition to the library of those engaged in 
the study of child psychology and development 
and also to school and other teachers. 


Diseases of the Ear, Nose and Throat, by William 
Wallace Morrison, M.D., second edition (Staples 
Press Ltd., 84s.).—It is a great pleasure to read 
this textbook coming from New York. The 
differences in practice in the two countries are 
obvious. For example, in America the patient 
with a throat complaint will go direct to the 
throat doctor, whereas in this country he will go 
to the general practitioner. For this reason 
much general medical treatment is described. 
The general arrangement is well thought out 
and the subject matter is good. The illustrations, 
though not particularly artistic, are clear and 
help the interpretation of the text. The mirror 
views of the post-nasal space (fig. 126, page 247) 
are original and much more helpful than the 
conventional composite picture. The diagrams 
interpreting x-rays of the skull in standard 
views on pages 360 to 362 are particularly 
helpful. The index is divided into ‘symptom 
index’ and ‘subject index’. This is new to the 
reviewer and is a useful alternative to the 
conventional index. It would appear to be a 
useful aid to revision for examinations. 

The general impression of this book is that 
it gives an excellent account of modern practice 
of otolaryngology, that it is and un- 
ambiguous and that it will be a valuable book 
both for the practising ear, nose and throat 
surgeon and the examination candidate. As 
Dr. Proetz says in his foreword, this book will 
never be pitched into a dismay 
There is helpful information, easily found, on 
all aspects of the subject. 


clear 


corner in 


The contents of the August issue, which wil] contain a 
symposium on “The Reticuloses’, will. be found on 
page c at the end of the advertisement section. 


Notes and Preparations, see page 113 
Fifty Years Ago, see page 117 
Motoring Notes, see page |x xxiii 
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Steady on course 


In epilepsy, ‘Mysoline’ can maintain full control of the attacks. Internationally 
onsidered as a major advance in treatment, it enables patients to enjoy 
ormal activity in a safe and healthy environment. For this reason ‘Mysoline’ 
an often be used with advantage in cases already controlled by other drugs, 

but in which a heightened interest and improvement in performance is 

desirable 
Advantages: + Active in all che manifestations of epilepsy, especially grand mal and psychomot 
*% Low toxicity 
*% Usually free from hypnotic effect when treatment is established 
*% Beneficial effect on mental outlook and general well-being of patient 


‘MYSOLINE' in the control of epilepsy 


Available as 0-25 gramme tablets or as a pleasantly flavor ral suspension 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, FULSHAW HALL, WILMSLOW, CHESHIRE 
Ph.SSS A subsidiary company of imperial Chemico Justries Led 
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SERENITY 


in the 
menopause .. . 


The menopause is a normal milestone 
in life, yet it is often accompanied by emotional 
disturbances with increased tendency to irritability 
and to disturbed harmony with friends and family. 
MIXOGEN tablets, by correcting 
endocrine imbalance, give rapid relief in the simplest and 


most economic way. 


dosage : |-2 tablets daily 


MIXOGEN® 


Each tablet contains 0 0044 mz 
OESTROGEN-ANDROGEN SYNERGY of crystalline ethinyloestradio 
B.P. and 3°6 mg. of crystalline 
methyltestosterone B.P. Tubes 
Literature and sample on request. of 25 and bottles of 100 
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NEW PREPARATIONS 
‘CovaTin’ (p - butylthiodiphenylmethy] - 2 - di - 
methylaminoethy! sulphide hydrochloride) is a 
‘new anti-anxiety drug with spasmolytic proper- 
ties of particular value in promoting daytime 
sedation and relief of tension, without causing 
sleep or dulling alertness’. It is said to be free 
from side-effects and to be non-habit forming. 
Available as 50-mg. sugar-coated tablets in 
bottles of 50 and 500. (William R. Warner & 
Co. Ltd., Power Road, London, W.4.) 


‘HIBITAN®’ antiseptic,lozenges are intended for 
use in the prevention and treatment of infections 
of the mouth and throat and for the relief of sore 
throat and laryngitis. Each lozenge contains 
5 mg. of chlorhexidine dihydrochloride and 
2 mg. of benzocaine B.P., in a ‘pleasantly 
flavoured base’. Issued in tubes of 12. (Imperial 
Chemical (Pharmaceuticals) Ltd., Fulshaw 
Hall, Wilmslow, Manchester.) 


‘SALAZOPYRIN’ tablets each contain 0.5 g. of 
salicylazosulphapyridine and are intended for 
the treatment of ulcerative colitis. They have 
been found to be effective ‘in controlling the 
disease in approximately two-thirds of patients 
who had previously failed to respond to standard 
colitis therapy currently in use’. Issued in bottles 
of 100 and 500 tablets. (Savory & Moore Ltd., 
60/61 Welbeck Street, London, W.1.) 


“SERPONATIL’ tablets each contain 0.15 mg. of 
‘serpasil’ (the alkaloid reserpine from Rau- 
wolfia) and 5 mg. of ‘ritalin’ (phenyl-'«-piper- 
idyl]-acetic acid methyl ester hydrochloride) and 
are intended for the long-term treatment of 
hypertension. They are said to be particularly 
suitable for those patients showing signs of 
drowsiness or lethargy during Rauwolfia therapy. 
Issued in bottles containing 25, 100 and 500 
tablets. (Ciba Laboratories Ltd., Horsham, 
Sussex.) 


‘SILICONE VASOGEN’ is an oil-in-water emulsion 
containing 20%, polydimethylsiloxane, 74°, zinc 
oxide B.P., and 14% calamine B.P. It is in- 
tended for the prevention and treatment of bed- 
sores and for the treatment of ‘all irritant skin 
conditions due to water, aqueous liquids, body 
fluids or exudations’. It is said to spread ‘ex- 
ceptionally well’ and is therefore easy to apply 
to tender skin. Packed in tubes containing 20 g. 
(Lactagol Ltd., London Road, Mitcham, 
Surrey.) 


‘SxopyL’ brand methylscopolamine nitrate is a 
‘powerful spasmolytic without central depressant 
action’ for use in ‘all conditions where spas- 
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molysis and inhibition of secretion are desirable’. 
Available as tablets in two strengths (0.5 mg. 
and 0.1 mg.) and as a solution in bottles of 5 ml., 
containing 2.5 mg. per ml. (Savory & Moore 
Ltd., 60/61 Welbeck Street, London, W.1.) 


PHARMACEUTICAL NOTES 
Biorex Lasoratories Lrp. announce the intro- 
duction of ‘bioserpine’ reserpine tablets. These 
are available in strengths of 0.1 mg., 0.25 mg., 
and 1 (47/51 Exmouth Street, 
Rosebery Avenue, London, E.C.1.) 


mg. (scored). 


S. Maw, Son & Sons Lp. announce that they 
are distributors of a nylon feeding bottle which 
is ‘almost unbreakable’, gives no taste or odour, 
and can be sterilized by any method without 
fear of damage. The bottle is graduated up to 
8 ounces. (Barnet, Herts.) 


Truroop Lrp. announce the addition of ‘oxtail 
and vegetables’ to their ‘spoonfoods’ range of 
strained and homogenized foods for infants. This 
is made from oxtail, carrots, potatoes, onions, 
haricot beans, peas and tomatoes, and is generally 
intended for children from the age of 4 or 5 
months. (Green Bank, London, E.1.) 


FORTHCOMING CONFERENCES 
Tue Twelfth Jnternational Congress on Occupa- 
tional Health will be held in Helsinki on July 1 
to 6, 1957. Full details may be obtained from 
the Organizing Committee, c/o Tyéterveyslaitos, 
Haartmaninkatu 1, Helsinki-T66l6, Finland. 


Tue Central Council for Health Education 
Summer School for 1956 will be held at Stoke 
Rochford, Lincolnshire, on August 14 to 24, 
1956. The theme this year will be “Teamwork 
and Techniques in Health Education’. Applica- 
tions to attend should be made to the Medical 
Director, The Central Council for Health 
Education, Tavistock House North, Tavistock 
Square, London, W.C.1. 


Tue Tuberculosis Educational Institute Post- 
graduate Course on Tuberculosis in Children and 
Young Adults will be held in Sheffield in Sep- 
tember 1956. There will be a Doctors’ Course 
from September 10 to 14 and a Nurses and 
Social Workers’ Course from September 11 to 
14, with a certain number of joint sessions. Full 
details may be obtained from the Institute, at 
Tavistock House North, Tavistock Square, 
London, W.C.1. 


EXPERIMENTAL RESEARCH INTO 
PROBLEMS OF AGEING 
Tue trustees of the Ciba Foundation announce 
that not less than five awards, of an average 
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value of £300, are available for papers based 
upon well-conceived research relevant to basic 
problems of ageing. Entries must be submitted 
not later than January 31, 1957. Full details 
can be obtained from The Director, the Ciba 
Foundation, 41 Portland Place, London, W.1. 


ARBUTHNOT LANE CENTENARY 

CELEBRATIONS 
THE centenary of the birth of Sir Arbuthnot 
Lane will be celebrated by Guy’s Hospital on 
July 5. The celebrations will start with a series 
of short papers, by Mr. T. B. Layton, Mr. A. T. 
Fripp, Sir Heneage Ogilvie, and Professor T. B. 
Johnston, which will be read in the clinical 
theatre at Guy’s Hospital at 2 p.m. At 5 p.m., 
Mr. E. C. Slesinger will deliver the Lane 
Memorial Lecture at the 
Surgeons, and there will be a dinner at the 
College at 7 for 7.30 p.m. Tickets for the dinner 
may be obtained from Mr. W. F. Davies at the 
Royal College of Surgeons, price 25s. (exclusive 
of wines). 


ROYAL MEDICAL BENEVOLENT 
FUND 
THE annual report of the Royal Medical Bene- 
volent Fund for 1955, which has just been 
published, shows that during the year the Fund 
accepted 104 new applications for assistance, 
bringing the total number of grants for the year 
to 429. These, together with the 257 annuitants 
already on the books, brings the total number of 
beneficiaries for the year to 686. The total 
expenditure of the main fund exceeds {44,400 a 
year, but in 1955 the expenditure exceeded the 
yearly income by £1,190. In addition to financial 
help, the Fund appeals for gifts of clothing. 
These should be sent to the Clothes Room, 
Ladies Guild of the Royal Medical Benevolent 
Fund, Tavistock House North, Tavistock 
Square, London, W.C.1. Financial contributions 
should be sent to the Honorary Secretary, at 1 
Balliol Heuse, Manor Fields, London, S.W.15. 


CHILDREN’S NURSERIES 
Tue National Society of Children’s Nurseries 
has just held its jubilee conference. It was 
founded in 1906 and pioneered the establish- 
ment of day nurseries in this country. By 1944, 
over 1,400 nurseries were affiliated to the 
Society. In 1926, the Society began a scheme of 
training and examining students in nursery 
nursing, and in the next twenty years over 7000 
students passed the examination, whilst another 
3000 to 4000 received training. Some ten years 
ago the provision of nurseries became the re- 
sponsibility of local authorities, and the Minis- 
tries of Health and Education took over the 


Royal College of 
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responsibility of training nursery nurses. At the 
jubilee conference the chairman of the Society 
protested against the action of local authorities 
in closing nurseries, which have fallen from the 
wartime peak of over 1,400 to little more than 
500 at the present day. 

Since 1946, the Society has acted as a focus 
for many problems relating to children under 
the age of five, and continues to advise private, 
public and international bodies concerned with 
child welfare and the training of nursery staff. 


CLUBS FOR THE DEAF 

IN the United Kingdom there are now some 
two hundred clubs for the hard of hearing, 
affiliated to the British Association of the Hard 
of Hearing, the president of which is Professor 
A. W. G. Ewing. These clubs are intended for 
those who are suffering in any degree from loss 
of hearing. Besides purely social activities the 
clubs give opportunities for lip-reading practice 
and for training in the use of hearing-aids. Full 
details can be obtained from the honorary 
secretary of the Association, 64 Liverpool Road, 
Chester. 


SOCIAL SECURITY AGREEMENT 
WITH SWEDEN 

Tue United Kingdom and Sweden have con- 
cluded an agreement on social security, whereby 
British families will qualify for Swedish family 
allowances as soon as they become civilly 
registered in Sweden, and British nationals resi- 
dent in the United Kingdom will be entitled to 
use the Swedish health services while they are in 
Sweden. The agreement will not come into 
force until it has been ratified. 


SCOTLAND’S HEALTH 

MEN towards the latter half of middle age should 
now ‘be included as one of the vulnerable groups 
requiring special protection against health 
hazards’, according to the annual report of the 
Department of Health for Scotland for 1955. 
The incidence of certified sickness, that is illness 
among employed persons sufficient to warrant 
absence for three days, is rising steadily, and in 
1955 was 9", Over 1954. An interesting feature 
of the morbidity statistics is that, compared with 
Great Britain, the rates in Scotland were lower 
for bronchitis, the common cold, and rheu- 
matism. The total number of staffed hospital 
beds rose by 700 to 63,100, and the number of 
outpatient attendances, at over 7,000,000, were 
the highest ever recorded. There was an in- 
crease in the number of family doctors working 
in the National Health Service. These now 
number 2,584, of whom 1,585, or 61°,, are in 
partnership. There are 249 assistants. 
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coaxing calm from climax. 


To achieve calm is sometimes to cure and often to make amenable to treatment. 
Calm must be coaxed from a climax which is spasm and is pain. But not 
at the expense of the patient’s comfort nor at the risk of his person. The modern 
approach to calm in conditions of spasm is Buscopan. 


BUSCOPAN to Promote the healing of gastric ulcer. Hasten cervical dilatation in labour. 
Differentiate between a spasmodic and an organic obstruction. Overcome 
spastic dysmenorrhoea. Relieve pain associated with renal lithiasis or biliary 
colic 


QUICKL Y—SAFEL Y—-EFFECTIVELY 


Brand of hyoscine —- N - butyl brom ide 





Manufactured and distributed in England by Pfizer Lid., Folkestone, Kent, for 


C. H. Boehringer Sohn, Ingelheim am Rhein. 


Revistered Proprietors of the trade mark *Read. Trade Mark 
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COMPLETE CONTROL of common dandruff in 92 to 96% 





on of cases . . . control of seborrhoeic dermatitis 
of the scalp in 81 to 87% of cases . . . this represents 
e the clinically proved effectiveness of sELSuUN. 
this It restores the scalp to a normal, healthy state, keeps 
it free of scales and excessive sebum for a period 
comb of one to four weeks after each application. 
Itching and burning usually stop after two or three 
applications. sELswN is applied after washing 
the hair. It reaches all areas of the scalp, is simple 
and pleasant to use. Rinses out easily, leaving 
the scalp clean and odourless. Does not discolour the 
hair; leaves no greasy stains. 


Available in 2 and 4 fl. oz. bottles, with directions for use. 


yy E LS U By (Selenium Sulphide, Abbott) 


REGD 


SELSUN literature will be sent on request to: 


Obfott ABBOTT LABORATORIES LTD 
PERIVALE - GREENFORD +: MIDDX. 








NOTES AND 

A PHARMACEUTICAL CENTENARY 
On June 5, a dinner was held at Apothecaries 
Hall to celebrate the centenary of the foundation 
of William R. Warner and Company Ltd. The 
dinner was presided over by Mr. Elmer H. 
Bobst, the chairman of the company, and Mr. 
Alfred Driscoll, the president of the company 
and a former Governor of New Jersey, was also 
present. The Warner organization, which was 
founded in Philadelphia by a graduate of Phila- 
delphia College of Pharmacy, who specialized 
in the coating of pills, has now an annual turn- 
$120,000,000, and its products are 
manufactured in thirty countries. The company 
has just opened new laboratories at Eastleigh 
in Hampshire. 


over of 


ACCIDENTS TO CHILDREN 
AccCORDING toa WHO report, based upon returns 
from 21 countries, in 1953, 8,415 boys, aged 
5 to 19 years, died from infectious and parasitic 
diseases, compared with 13,414 in the same 
age-group killed in accidents (5,948 by drown- 
ing). In other words, there were 159 accidental 
deaths for every 100 deaths from infectious and 
parasitic diseases. Of infants who died acci- 


dentally in the first year of life, 96.4°, were 
victims of suffocation (44.8°, in the cradle; 
22.1", from choking with food or other 
objects). 


TUBERCULOSIS IN NEW YORK 
New York City, which has a population of 
8,041,000, spends $33 million annually on the 
care of the tuberculous, according to the 
recently published annual report for 1954 of the 
Division of Tuberculosis Control of the New 
York State Department of Health. The sex 
distribution of new cases of tuberculosis shows 
that, whilst the white races have a ratio of over 
2 : 1 male to female, the ratio of blacks is con- 
siderably lower, and ameng Puerto Ricans there 
is an excess of females. Among the vellow races 
the male morbidity is more than fourfold the 
female morbidity. The age incidence of the 
disease is steadily rising. Thus, 56°, of all males 
on the tuberculosis register are over the age of 
45, whilst in New York Upstate the highest rate 
of newly reported cases per 100,000 of popula- 
tion was in males aged between 65 and 74 years. 


NEW THREAT TO WORLD HEALTH 
‘THe development of disease- 
bearing insects to insecticides has become a 
public health problem of the greatest import- 
ance’, according to the World Health Organiza- 
tion executive board. Insect resistance to DDT 
and other new insecticides has been reported 
frem 32 countries, and 35 species of insects are 
involved. These include various malaria-bearing 
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mosquitoes, body lice, fleas, and one strain of 
yellow-fever-bearing mosquito. The W.H.O. 
executive board comments: ‘Should this degree 
of resistance in vectors of diseases such as 
malaria, yellow fever, plague and typhus reach 
the point where control by the available insecti- 
cides is no longer possible, disastrous results 
from a health viewpoint will inevitably occur in 
many parts of the world’. 


LIU SHEN WAN 
Liv shen wan is a traditional Chinese drug with 
six constituents: toad cake, cow bezoar, musk, 
pearl powder, chimney ash and cinnabarite. 
According to Wei Tsung-Wen (Chin. 7. 
Otorhinolaryng., 1955, 3, 255), who has investi- 
gated its effect in 50 cases of sore throat, it has 
‘an excellent effect’ in ‘cases of chronic pharyn- 
gitis where tonsillectomy has already been done 
and cases where drugs in Western 
medicine give no relief’. It has no ill-effect, but 
is contraindicated in pregnancy. 


also in 


BIRTH RECORDINGS 

Basies born at California Hospital, Los Angeles, 
will be able to hear a recording of their birth 
when they grow up, including their first cries 
and the attending doctor’s comments. Such 
recordings are to be taken of all births, and on 
leaving the hospital the mother will be presented 
with a plastic record of the whole procedure. 


AN INTERNATIONAL COMPLAINT 
ACCORDING to newspaper reports, Hungarian 
doctors at a recent meeting in Budapest com- 
plained that they spent almost all their time 
writing out prescriptions and had not time to 
examine their patients thoroughly. 


PUBLICATIONS 

Epitome of The Pharmacopeia of the United 
States and the National Formulary, issued under 
the direction and supervision of the council on 
pharmacy and chemistry of the American 
Medical Association, has now been published 
in its tenth edition. It is essentially clinical in its 
outlook, and provides a most useful guide to the 
practical use of the important preparations in 
the United States Pharmacopeia and National 
Formulary. (Pitman Medical Publishing Co. 
Ltd., price 24s.) 


Remington's Practice of Pharmacy, edited by 
Eric W. Martin and E. Fullerton Cook, in its 
eleventh edition maintains the high standards 
which have marked this book since its first 
appearance over seventy years ago. It is an 
essential book for all medical and pharmaceutical 
libraries. (Interscience Publishers Ltd., price 
1355.) 
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Modern Apparatus for Sterilization. By J. H. 
Bowie, M.B., M.R.C.P.ED.—This short publica- 
tion, reprinted from the Pharmaceutical Journal, 
is a timely reminder of the essential principles 
which govern the construction, installation and 
management of efficient sterilizers. The author 
has visited many laboratories and hospitals and 
his conclusion is that ‘about 90 per cent. of the 
sterilizers in use in Britain’s hospitals and 
pharmacies are obsolete’. He lists the errors in 
design which he encountered. (The Pharma- 
ceutical Press, price 2s. 6d.) 


Foundations of Nursing, by Janet S. Ross, 
R.G.N., F.F.N., and Kathleen J. W. Wilson, 
R.G.N., S.C.N., is an excellent new book on 
nursing arranged to cover Part I of the syllabus 
of the General Nursing Council for Scotland. 
The first chapter traces briefly the history of 
nursing from the earliest to modern times, thus 
giving the new nurse a background to her pro- 
fession which is so often overlooked. The next 
chapter stresses the importance of ethical con- 
duct, human relationships and the place of the 
nurse in the hospital team. The remainder of 
the book deals admirably and in detail with the 
basic principles of general nursing which are 
essential to a nurse throughout her whole 
career. (E. & S. Livingstone Ltd., price 17s. 6d.) 


Divine Healing and Cooperation Between Doctors 
and Clergy is the memorandum of evidence sub- 
mitted by a special committee of the council of 
the British Medical Association to the Arch- 
bishop’s Commission on Divine Healing. 
(British Medical Association, price 2s. 6d.) 


Sexual Offenders and Social Punishment is the 
evidence submitted on behalf of the Church of 
England Moral Welfare Council to the depart- 
ment committee on homosexual offences and 
prostitution. (Church Information Board, price 
6s. 6d.) 
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Expert Committee on Drugs Liable to Produce 
Addiction. Sixth Report, WHO ‘Technical 
Report Series No. 102, will be read with special 
interest in view of the recent controversy over 
the attempted banning of heroin in this country. 
It also deals with the abuse of amphetamine in 
different areas of the world. (H.M. Stationery 
Office, price 1s. 9d.) 


The First Hundred Years has been published by 
Pfizer Ltd. to commemorate the centenary of 
the publication of Thomas Addison’s historic 
account of the condition named after him. It 
consists of a review of the status of the cortico- 
steroids in current therapy. A copy will be sent 
free of charge, on request to Pfizer Ltd., 137/139 
Sandgate Road, Folkestone, Kent. 


Reducing Your Weight is a folder containing 
dietetic instructions for doctors to 
patients who are being put on a reducing diet. 
Supplies are available to any registered medical 
practitioner, free of charge, on application to 
Energen Dietary Service, 25A Bryanston Square, 


London, W.1. 


OFFICIAL PUBLICATION 
Medical Care of Epileptics—The report of the 
sub-committee on the medical care of epileptics, 
which has just been published, reviews the 
medical, social and economic problems affecting 
epileptics. The official estimate of two epileptics 
per 1000 of the population is considered an 
under-estimate, and it is suggested that the 
figure is nearer four per 1000. The view is 
expressed that the present position with regard 
to the management of epileptics is not satis- 
factory. A few patients are receiving no treat- 
ment, and others are merely taking routine doses 


issue to 


of various drugs, sometimes first prescribed long 
ago and The 
mendation of the report is the provision of a 


never reviewed. major recom- 
pattern of hospital specialist units for diagnosis, 
treatment and rehabilitation. (H.M. Stationery 
Office, price 1s. 3d.) 
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St. James's Park, London, S.W.1. 


The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. (Longer S.S. Commissions can be obtained, 
as an alternative of 4 years duration with gratuity of 600 (tax free) ). 
tunity is granted for transfer to Permanent Commissions on completion of one year’s 
total service. Officers so transferred are paid instead a grant of £1,500 (taxable). 

All entrants are required to be British subjects, whose parents are British subjects, 
to be medically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne's Mansions, 


Ample oppor- 
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SEARLE 


introduces the 


corrective of choice 


for constipation 





* Metamucil '’ Powder contains the 


highly refined mucilloid of Plantago ovata 
seed with dextrose as dispersing agent. 
Designed to be taken with a full glass of 
liquid, the resultant soft, bland mass of 
inert, lubricating bulk mixes intimately 
with the intestinal contents and extends 
evenly throughout the digestive tract 
gently initiating reflex peristalsis 
without irritation or straining. 
** Metamucil ”’ is, therefore, the corrective 
of choice for all age groups, including 


children, the aged, and those chronically ill. 







SEARLE 


Metamucil” 


POWDER 


the bland, demulcent, bulk 
corrective for promoting normal 
peristalsis and preventing 


Constipation 





oe 








SEARLE 


c.v. SEARLE « co., -tp. 


83, Crawford Street 
London, W.1 


Telephone : Paddington 4034 











** Metamucil *’ is particularly effective in 

the correction of atonic, spastic and rectal 
constipation, and the constipation of 
associated conditions such as mucous and 
ulcerative colitis, peptic ulcer, haemorrhoids, 
after anorectal surgery, and diverticulosis. 

** Metamucil "’ is of great value during 
pregnancy. The tumblerful of prepared 

** Metamucil *’ may be followed by an 
additional glass of water or other cool liquid 
if additional liquid is indicated for the 
individual patient. ‘* Metamucil *’ is 


available in containers of 4 and 16 ounces, 


Literature on request 


*REGISTERED TRADE MARK 











LXXX THE PRACTITIONER 














The Modetn 
DAYTIME 
Relblaxant-Sedatwe 


Seconesin combines 
relaxant mephenesin 
with sedative 
secobarbital. It is the 
ideal daytime sedative. 
Seconesin gives patients 


a feeling of pleasant 






relaxation while keeping them 
CLIMACTERIC 
FAMILY WORRIES 
BUSINESS WORRIES 
PREMENSTRUAL TENSION 


mentally alert. It helps patients 

to stop excessive worrying over 
things they cannot control and 
helps them to concentrate on the 
work which must be done each day. 


Seconesin is SAFE and acts promptly 


COMPOSITION: Each tablet contains: 


Mephenesin ... ... 400 mg. 
Secobarbital ... .... 30mg. 
PACKING: Bottles of 25, 100, 500 tablets 


SECONES IN 


TRADE MARE 


BASIC N.H.S. COST: 2/10d. for 25 tablets. 


@ THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 
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Fifty Bears Ago 


‘Experience is the best of schoolmasters, only the school-fees 


are heavy’.—Carlyle: 

Jury, 
“‘MepIcAL students are taught a vast number 
of things nowadays, but there are some subjects 
of vital importance to the practitioner in which 
they receive little or no instruction at the hos- 
pital, but are left to pick up for themselves where 
or how they may. One of these (according to 
‘Notes by the Way’) is tact in dealing with 
patients; another, which is closely allied to this 
is consideration for brother practitioners. Ot 
course tact is to a large extent an inborn quality 
which can be taught only imperfectly, even by 
experience, to those in whom it is lacking. Many 
men of good understanding, and possessing all 
the virtues that adorn humanity, fail owing to 
hopeless want of tact’. As an “example of clumsy 
questioning’ the old ‘chestnut’ is repeated: ‘Are 
you a married woman?’ ‘No’. ‘Have you any 
children?’ ‘In talking of the case in presence 
of the patient (the Editor continues) the greatest 
care should be taken not to mention words which 
carry the death knell in their sound. Nowadays 
the public dabbles so much in medicine that 
even such technical terms as “‘epithelioma”’ and 
“bacillosis” are likely to be understood. Every- 
one knows the difficulty of withholding en- 
lightenment that would lead to family jars from 
a justly jealous wife. Syphilis, that 

Word of fear 

Unpleasant to a married ear, 
may be hidden under a discreet reference to 
spirochetes, and the gonococcus may still serve 
as a decent cloak for other poisoned arrows shot 
by mischievous Cupid. But how long will these 
parasites retain their mysterious character?’ 

In the first of the ‘Original Communications’ 
entitled “The Treatment of Sleeplessness’, Sir 
William Broadbent, Bt., K.C.V.O., M.D., 
F.R.S., Physician to the King, lists high arterial 
tension as one of the most obscure causes of 
sleeplessness: ‘A characteristic of this form .. . 
is the impossibility of getting off to sleep. In 
such cases a dose of calomel is usually the best 
remedy, and the patient, who has had a calomel 
and colocynth pill, will often ask what powerful 
opiate has been given. It is interesting to remark 
that the sleep is obtained at once, while the 
aperient action only takes effect in the morning’. 
Sir William Henry Broadbent (1835-1907) 
studied medicine at Manchester and in 1860 
became physician to the London Fever Hospital. 
In 1865 he was elected physician to outpatients 





Miscellaneous Essays 


1906 


at St. Mary's Hospital, and full physician six 
years later. A skilled diagnostician, a fashionable 
consultant, and one of the finest clinical teachers 
of his generation, he received a baronetcy in 
1893 and the K.C.V.O. in 1901. 

G. Lenthal Cheatle, C.B., F.R.C.S., Surgeon 





Sir William Henry Broadbent, Bt. (1835-1907) 


to King’s College Hospital, discusses “The Dis- 
tribution and Treatment of Epithelioma of the 
Lower Lip’. A symposium on “The Causation 
and Treatment of Headache’ contains contribu- 
tions by H. Campbell Thomson of the Middle- 
sex Hospital, Robert Saundby, Professor of 
Medicine in the University of Birmingham, 
James Taylor of the National Hospital, Queen 
Square, Wilfred Harris of St. Mary’s, Walter 
H. Jessop of St. Bartholomew’s, and H. Lambert 
Lack of The London. 

Peter Horrocks, M.D » if Ted 
Obstetric Physician to Guy’s Hospital, writes on 
‘Myomectomy’: StClair Thomson, M.D., 
F.R.C.P., F.R.C.S., Physician for Diseases of 
the Throat, King’s College Hospital, reports 
three of fronto-ethmoidal sinusitis ‘in 


Senior 


cases 
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which spontaneous evacuation took place in the 
region of the orbit’; Ronald E. French, M.B., 
B.C., of Guy’s Hospital, deals with ‘Opsonic 
Factors; their Estimation and Use in Thera- 
peutics’; C. H. Cattle, M.D., M.R.C.P., of the 
Nottingham General Hospital, discusses ‘Bron- 
chitis and Broncho-Pneumonia’; and J. M. H. 
MacLeod takes for his subject “The ‘Etiology 
of Eczema: with Special Reference to the Recent 
Literature on the Subject’. 

‘Notes from Foreign Journals’ describe a new 
diuretic—theophorin: ‘An exhaustive series of 
experiments has been carried out by Dr. Th. A. 
Maas in the Pharmacological Institute of the 
University of Berlin. The results are published 
in full in the Therapeutische Monatshefte (April 
1906)’. 

A number of well-known books are reviewed 
this month: ‘A System of Medicine by many 
Writers’, edited by Thomas Clifford Allbutt 
and Humphry Davy Rolleston. Vol. I.; the roth 
edition of “The Theory and Practice of Medi- 
cine’ by Frederick T. Roberts; new editions of 
Ashby and Wright’s “The Diseases of Children, 
Medical and Surgical’ (‘one of the most trust- 
worthy books dealing with the diseases of 
children’), of Henry Koplik’s “The Diseases of 
Infancy and Childhood’, and of Emmett Holt’s 
book bearing the same title; of Noel Paton’s 
‘Essentials of Human Physiology’, and of 
Rawlings’s ‘Surface Markings’. Kraepelin’s 
“Lectures on Clinical Psychiatry’ are described 
as ‘eminently practical, and should prove of 
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who naturally has the first trouble and anxiety 
with acute mental ailments’. Emil Kraepelin, 
the centenary of whose birth occurs this year, 
held in succession the chair of psychiatry at 
Dorpat, Heidelberg, and Munich. Pioneer of 
experimental psychiatry and a great systematist 
who brought order out of chaos, he introduced 
the concepts ‘dementia precox’ and ‘manic- 
depressive insanity’. 

‘Novelties and Notices’ draw attention to two 
mineral waters. Kissingen in the kingdom of 
Bavaria worldwide 
value of its natural waters. These waters con- 
tain for their chief constituent, ferriferous 
chloride of Natrium, and are remarkable for also 
containing so large an amount of carbonic acid 
gas as they do. . . they are more than useful in 
cases of gout, rheumatism, constipation, chronic 
catarrh, diseases of the respiratory organs, of 
the nervous system, general plethora, &c.’. 

The ‘Arsenio-Ferric Waters of Levico in the 
Austrian Tyrol ‘have long been held in great 
repute by the leading members of the medical 
profession in Vienna, Berlin, and Munich, and 
are now becoming well known in this country. 
They are especially useful in (a) Blood Diseases, 
(b) Skin Diseases, and (c) Nervous Diseases. 
Instead of sending patients to Levico, medical 
practitioners in this country can now recommend 
the use of the waters at home; for both the 
strong and the mild waters are bottled as they 
issue from the two springs, without dilution and 
without undergoing any process whatever’. 


‘has a reputation for the 








interest and service to the general practitioner, W.R. B. 
A i | 
t your service... | 
The M.I.A. is always at the Service of the Medical profession. It is not | 


an insurance company. Its function is to give expert, independent and | 
unbiased advice on all matters pertaining to insurance—LIFE, PENSION, 
SICKNESS, MOTOR, HOUSEHOLD, EDUCATION. 

In most cases it is possible to allow substantial rebates on premiums and 

all surplus is distributed to Medical and Dental Charities, which, to date, 
have benefited to the extent of over £190,000. 
Another branch of the M.I.A. service is assistance by way of negotiating | 
a the purchase of HOUSES, EQUIPMENT, and MOTOR | 





We shall welcome your enquiry. 























MEDICAL INSURANCE AGENCY 


Chairman 


General Marager: Hon. Secreta 
James Fenton, C.B.E., M.D., D.P.H. 


ry 
A. N. Dixon, A.C.LI. Henry Robinson, M.D., D.L., J.P 
B.M.A. HOUSE, TAVISTOCK SQUARE, LONDON, W.C.1 
Telephone: EUSton 6031 (7 lines 
SCOTTISH OFFICE: 6 Drumsheugh Gardens, Edinburgh 


Branches also at: 


BIRMINGHAM _ 


BRISTOL _ CARDIFF _ DUBLIN 
LEEDS — MANCHESTER — GLASGOW — NEWCASTLE-UPON-TYNE 
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Keen eye...steady hand 


To so many patients with Parkinsonism, ARTANE trihexyphenidy! can restore 
both the will and the ability to face up to the “daily round’’. This highly potent 
antispasmodic is quick to reduce tremor . . . to overcome mental inertia... and to 
decrease sialorrhoea, with little or no accompanying oral dryness. Moreover, 
ARTANE rarely gives rise to the blurred vision or mydriasis characteristic of 
atropine therapy. Relatively low in toxicity, ARTANE is suitable for 


the young and old—even for hypertensive, cardiac and nephritic subjects. 


ARTANE 


*REGD, TRADE MARK TRIHEXYPHENIDYL 
powerful antispasmodic with minimal side effects 


TABLETS 2 mg. and 5 mg Bottles 100 and 1.000. ELIXIR 2 mg. per 5 ce. Bottles 16 fi. 


LEDERLE LABORATORIES DIVISION 


? 
(yanamid pnovucrs 17D. LONDON, W.C.2 
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Now Jaguar brings you 


a more restful and effortless form of 


driving than you have ever known... 





The Automatic Transmission model of the 
Mark VII Jaguar Saloon, which has for overt 
two years been acknowledged abroad as 
providing the smoothest and safest 2-pedal 
driving in the world, is now available in 
Britain. It brings an entirely new conception 
of motoring pleasure that 
must be experienced to be 
believed. Without clutch 


AAD AOMYEEL LE 


Wb, 


mand of all the silken power and supreme 
flexibility of the famous XK engine. It pro- 
vides completely 
and effortless control in every 


relaxed driving comfort 
Situation, 
banishing fatigue from long journeys or the 
‘stop-and-go” conditions of crowded town 
traffic. No other car can 
offer such grace, space and 
pace or such restful enjoy- 


CLE LOE LOM Mera Renee. 





or gearshift, it gives — at 
the touch of accelerator 
or brake—complete com- 


JAGUAR CARS LTD 


" Automatic 
Sransmisston 


JAGUAR 











* COVENTRY ~- London Showrooms 88 


ment. Your Jaguar dealer 
will be happy to arrange 


a demonstration for you 


PICCADILLY W.l 





MOTORING NOTES 


Tubeless Tyres 


By ROBERT NEIL 


WHEN tubeless tyres were originally introduced 
they cost approximately 20°, more than the 
usual tyre and inner tube, but as a result of 
simplification of design and improved produc- 
tion methods they now sell at the same level as 
that charged for the normal outer cover and 
inner tube. 

Many present-day motorists assume that the 
tubeless tyre is a revolutionary idea, but this 1s 
far from being the truth: patents were issued for 
this method of construction during the earliest 
days of the pneumatic tyre. In any case, it is not 
commonly appreciated that in a serious emer- 
gency, with a torn and completely ruined tube, 
it is possible to use the outer cover as a form of 
tubeless tyre. This can be done by removing 
the damaged inner tube, refitting the tyre directly 
to the wheel and fitting a tyre valve—cut from 


AIR 
RETAINING 


uassen RUBBER / 


SEALED 
VALVE 


Fic. 1.—This sketch shows how the air valve is fitted 
direct to the wheel rim, and the construction of 
the tyre itself 


the ruined tube—directly through the hole in the 
wheel rim and held by rubber washers. This 
emergency repair will often provide sufficient 
pressure to motor home without ruining the 
cover. 
CONSTRUCTION 

A tubeless tyre is constructed on very similar 
lines to those of a conventional outer cover, 
but there are certain small alterations to the rim 
beading, and an additional rubber lining is fitted 
to the inner side of the tyre and to the under- 


side of the beads (fig. 1). The particularly good 
air retention of the tubeless tyre is granted by 
this inner lining. The principal benefits from the 
tubeless tyre are longer maintenance of air 
pressure, elimination—to all intents and pur- 
poses of delay at the roadside through punc- 
tures, and better resistance to abuse. 

The more rubber is stretched, the more 
rapidly will air diffuse through it, and the normal 
inner tube is stretched considerably when in- 
flated to the correct pressure. It is because of this 
that it is normally check tyre 
pressures at weekly intervals. The inner rubber 
lining on the tubeless tyre, however, is un- 
stretched, and practical tests have shown that 
tyre pressure can be retained for 
No tyre, including the new 


necessary to 


the correct 
about six 
tubeless tyre, can strictly be described as punc- 
ture proof. The tubeless tyre can obviously be 
penetrated by any sharp object but the resultant 
effect is very different from that on the normal 
tyre (fig. 2). If a normal tube is penetrated by a 
nail or other sharp object, the stretched con- 
dition of the rubber causes it to spread away 
from the nail, so allowing the air to escape. 
As the inner lining of the tubeless tyre is com- 
pletely unstretched, it tends to cling to the pene- 
trating object and so prevent the escape of air. 

The careful motorist who periodically ex- 
amines his tyres for flints or stones wedged in the 
tread pattern can, with the tubeless tyre, take 
the opportunity of removing any nails which 
appear to have penetrated. If this is done with a 
slow twisting motion, the inner lining will on 
many occasions maintain the air seal. For obvious 
reasons, it is best to remove such things when 
one is at home and has repair facilities to hand, 
rather than when on the road. The tubeless tyre 
is better able to resist overloading, or such blows 
as would be caused by hitting a kerb, as the inner 
lining assists in distributing the results of such 


weeks. 


loads. 


HOW THEY ARE FITTED 
A short description of the method of fitting 
tubeless tyres will assist in making their con- 
struction and use more easily understood. The 
surface of the wheel rim must be cleaned and 
smoothed with great care and any obvious ridges 
or hollows should be smoothed with a file. 
Before beginning to fit the tyre, the wheel rims, 
tyre beads and the tyre levers should all be 
lubricated with clean water to avoid any damage 
to the tyre beads. After fitting the tyre, the valve, 
which will first have been fitted to the wheel rim 
itself, should have air pressure applied and the 
sudden force of air should cause the beads of the 
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tyre to jump into place on the rim. The foot pump 
normally supplied with the car will not be suf- 
ficient for this; it will be necessary to use a garage 
air-line with considerable pressure behind it. 

After assembly, the complete tyre and wheel 
should be immersed in water to check for air 
tightness. Should any leaks be apparent, their 
source should be traced, the tyre removed and 
the ridge, or indentation, causing the leak be 
carefully removed. 


REPAIRING A TUBELESS TYRI 
Without removing the tyre from the wheel, a tool 





Fic. 2 


A tyre penetrated by nails will not suffer a loss 
of air, as would an ordinary tyre and inner tube 


resembling a bodkin is inserted right through the 
hole to remove any grit or dirt from the walls 
of the hole. After wetting the bodkin with a 
special rubber solution, it is again passed right 
through the puncture so that the walls of the 
hole are thoroughly smeared with solution. A 
short length of rubber, circular in section, is 
then dipped in the solution and by means of the 
bodkin is inserted well into the hole, and it is 
most important that at least some of the rubber 
plug should pass right into the air space, as this 
will be opened out under the air pressure and 
form a complete seal. If the repair has been 
carried out quickly and neatly, it should now 
only be necessary to top up the air pressure to 
the recommended figure and any portion of the 
rubber plug obtruding from the tyre is trimmed 
off level with the tread itself. 
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ADVANTAGES 
Practitioners who are fast 
drivers might think that as a tyre bead has to 
fulfil the two duties of retaining the air seal and 
keeping the tyre on the wheel during very fast 
cornering, the strain on it would be very high 
This, however, has been disproved during tests, 
pavements at 60 
Even with the 


and enthusiastic 


including driving against 
m.p.h. and over kerbstones. 
pressure deliberately dropped to only a quarter 
of the correct figure and the same tests repeated, 
there was no tendency for the tyre to leave the 
rm 

The layman, in the motoring sense, might 
think that it was unreasonable to claim higher 
mileages for the tubeless tyre, but this claim is 
easily supported. The rate of tyre wear on any 
tyre is rapidly increased if it is run at too low 
pressure. As the tubeless tyre is capable of 
maintaining the correct pressure for about six 
weeks, as compared with one week on the normal 
tyre, it is almost certain that it will cover the 
larger portion of its life being run at the correct 
pressure. It has been suggested that if every 
motorist carried a puncture repair outfit with 
him, it would be possible to dispense with the 
spare wheel, and so save considerable cost and 
weight as well as allowing the luggage boot 
capacity to be increased, but should this day 
come it will be necessary for the tyre pumps 
supplied in the average tool kit to be improved 
considerably. 


STUPID PARKING 

I am constantly amazed, when on the road, by 
the number of motorists who stop to admire the 
view or have a roadside picnic and seem to 
select not only the least attractive spot, but the 
one most likely to cause irritation and delay to 
other road users. Repeatedly, one sees motorists 
halted at the side of main roads, who could quite 
easily have pulled on to the grass verge or a 
lay-by, or up a side road within a matter of half a 
mile. Apart from the annoyance and possible 
danger this causes to other road users, it always 
strikes me as remarkably short sighted. If they 
would only take the trouble to motor a short 
distance up a side road, a pleasanter and quieter 
spot could easily be found. 

Only the other day, when driving along one 
of our main roads quite well provided with 
lay-bys, I was surprised at the number of 
motorists I found parked by the roadside but 
still on the road, when there was a lay-by 
actually within sight. By adhering so strictly to 
the main roads, not only do such motorists 
miss many of the benefits of owning a motor car, 
but their selfish behaviour does make our out- 
dated main arterial roads even more dangerous 
than they would otherwise be. 
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Richard Pape chose Dunlop tubeless 
for his 17,500-mile journey from the Arctic 
Cape to Capetown. Every kind 


he full 


of road surface and 
not a moment's 
tyre trouble 


reatment ... 


Dunlop Tubeless have been fully 
tested and proved to do the job. 
These are some of the exacting 
tests which prove that Dunlop 
Tubeless not only lessen the risk of 
puncture delays but will stand up 


to the most arduous conditions. 


DUNLOP 
TUBELESS 





continuou 
cornering at speed forces t\ well down on 
the rim. No damage or a ; 


nai previou 4 memes 


Repeatedly driven over a piece of 7” granite 


kerbing at speed—and with 3° nails ham- 


mered into tvre—again no air loss 


* ALREADY FITTED AS 
ORIGINAL EQUIPMENT ON 
MOST NEW BRITISH CARS 


COSTS NO MORE THAN 
4 COVER WITH TUBE 


REDUCES POSSIBILITY OF 
PUNCTURE DELAYS, BURSTS, 
IMPACT DAMAGE 


NEEDS FAR LESS 
“ TOPPING-UP” 
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AN ASSESSMENT OF ROTTER THERAPY 


in PEON WLC EI 


“ ... there was a satisfactory 


response in 90° of cases” 





Extracts from THE BRITISH MEDICAL JOURNAL, Ist Oct. 1955, p.827 


' 

! ; 

"| . 81°, of cases became symptom-free—70% of 
: them during the first week and 30% during the 
i second week; a further 9°, were relieved of the 


majority of their symptoms. Thus there was a 
satisfactory response in 90°, of cases.” 


“. . . Average duration of symptoms in the active 
ulcer group, dating from the first attack of indiges- 
tion, was 12 years...” 


“|. . They were able to take foods which they had 
avoided for years.” 


““All but 5 of the 98 cases were ambulant throughout 
treatment and no instructions were given as to rest. 
They were advised to take an average diet but to 
avoid fried foods.” 


“The treatment is ideal for general practice, where 
its simplicity appeals to both patient and doctor .. .” 









--———-—-—————-—---- (Fi }-—--- 


Prescribable on the N.H.S 


TABLETS 


Tins ot 40 120. 640; 


und dispensing size 72 


Literature and samples on reques: P.T. Exempt 


F.A.I1.R. 


LABORATORIES LTD., TWICKENHAM, MIDDLESEX 
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Symptomatic 
relief 
in hay 
fever, 
allergic 
rhinitis 


NEOPHRYN WITH ANTIHISTAMINE 
nasal spray relieves nasal 
congestion and reduces loce]l 
irritation and sneezing. There 
is no C.N.S. stimulation or 
harmful effect on the mucous 
membrane, and secondary 
congestion is rare 


Veophyrn is also available with 
out antihistamine, for simple 


decongestion. It is supplied as a N E 0 i H R Y N 


spray, or aa drops. 





TRADE MARK 


WITH ANTIHISTAMINE 


(phenylephrine HC! 0.5°;, with thenyldiamine HCI 0.1 





NEVILLE HOUSE, KINGSTON ON-THAMES, SURREY 
PRODUCTS LIMITED Export enquiries to: WINTHROP PRODUCTS LIMITED 
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Speedy recovery 


In times of emergency, the prompter the measures, the more 
successful the results. In all parts of the world, doctors 
express their preference for AcHRomycIN tetracycline for the 
speedy control it exerts over serious infections. Its ready 
diffusion into body tissues and its dramatic striking power 
against invading organisms offer unsurpassed scope in anti- 
biotic therapy to the doctor, and to the patient the promise 


of speedy, uneventful recovery. 


CHRORIYCIRN 


*REGD, TRADE-MARK TETRACYCLINE 


CAPSULES AND TABLETS 









ichromycin is also available as 

Ear SovutTion * IntrrRamuscuraR * INTRAVENOUS * OINTMENT 
OrntTHatmic Ortment * OpntTHatmic Powper Srermizep * Oral 
Suspension * Pepiatrric Drops * Sonvuste Tasiets * Spersoims* 
Dispersible Powder * Syrup * TRocHes 


LEDERLE LABORATORIES DIVISION 


? . 
(uanamid PRODUCTS LTD. LONDON, W.C.2. 
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-° Cordex 


Cordex combines Delta-Cortef and acetylsalicylic acid to Each Cor 
provide the additive anti-inflammatory activity of cach drug, Delta- 
plus the analgesic action of the salicylate ™ 
With this combination relief of pain is normally afforded in eens 
24 to 72 hours. In the amount employed, Cordex achieves - . 
4 y > t 
an effect equal to that produced by 2 or more times the 
amount of adrenal steroid alone. This combination permits 
a reduction in the dosage of each component, which results CORDEX is at present 
in a decrease in undesired side reactions. available to hospitals only. 
Indicated in : fibrositis, tendonitis, synovitis, myositis, bursitis, tintin 


neuritis, lumbago, painful shoulder, non-articular rheuma- 
g 


tism, allergic arthritis, osteoarthritis and mild or low-gracdk 
rheumatoid arthritis. 


UPJOHN OF ENGLAND LTD. 4 Aldford St., Park Lane, London, W.1. 
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the growing 
problem 
of 
FOOD 
POISONING 


In spite of improved conditions in many food shops and 
efforts to educate the public in general hygiene, a steady 
increase of food poisoning has occurred during recent years 
and constitutes a major problem in public health. 


>... 


In the treatment of epidemics of enteritis, bacterial food 
poisoning, and common infections of the gastro-intestinal 
tract Guanimycin is of value both in the treatment of 
affected cases and in the elimination of the carrier state. 


Guanimycin rapidly controls symptoms, restores well-being 
and reduces the duration of the illness. 


GUANIMYCIN 


Combined Oral Streptomycin-Sulphaguanidine Therapy 


When diluted to 4 fluid ounces with water, each fluid ounce contains :— 
Streptomycin sulphate 0.25 gramme and sulphaguanidine 2 grammes. 


In bottles to prepare 4 fluid ounces of suspension. 








ALLEN & HANBURYS LTD men, Beeen, 






056/209 
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Stress 





Peptic Ulcer 
personality ? 

Is there a “peptic ulcer 
personality”? Present opinions are 


conflicting, and its existence 
cannot therefore be accepted as fact. 


Nevertheless, the following are 















mentioned more frequently 
by various authorities* as being 


In the preventative treatment of these 
the most common traits of patients 


disorders, the fundamental importance 
of the simple psychotherapy which the 
General Practitioner is so well placed 

to dispense is beyond dispute. Yet he, 


with peptic ulcer. himself, generally recognises the need 


Anxiety Drive Conscientiousness 
Worry Hostility Ambition Persistence 
Meticulousness Tension Resentfulness 
Alertness Intelligence 

THE BUSINESS EXECUTIVE 
Although many of these character traits 
may naturally be discovered in the 
business executive, it does not necessarily 
follow that he will have peptic ulcer. 
But, because of the continual emotional 
strain attendant upon his position, the 
business executive would therefore seem 
more than usually prone to stress, 

and its various ensuing manifestations. 


for a more material adjunct; a tonic 
and restorative which will assist the 
nervous system as well as the 

organism as a whole. 


Sanatogen is an active nutrient tonic, 


and the choice of many physicians 
in such circumstances. 


It contains 
95°., casein and 5°,., sodium 
glycerophosphate ; because of its 
high nutrient and restorative effects 
on the nervous system, it can be 
recommended with assurance when- 
ever a tonic is indicated, whether 
in general or mental asthenia, 

or in any condition of stress. 


\ *A.M.A.Arch. Intern. Med. (1955), 96, 32. 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Limited, Loughborough, Leics. 
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Moratran 


marks a major advance in the ouinnnt of 
depression...subtly returns your depressed 
patients to their normal level of well-being 


a 
a 












without 
undue 
2 euphoria 



















The graph ilustrates 
the smooth gentle action 
of Mevetran in contrast 
with the abrupt ection of 
amphetamine 


Meratran Meratran’s action, in easily adjusted doses, is 


prompt— subtle — comfortable. Its effectiveness is prolonged without 
impairment of sleep or interference with appetite. 


Meeratramn WITH RESERPINE. Where anxiety and tension 
are present Meratran with Reserpine should be used. Meratran alone 
is not suitable in these conditions. 





R Meratran 


ROSES TIONS Functional fatigue GomPesisies MERATRAN 
ressive states and debility. ‘MERATRAN e k tablets eact ta 
deally suited for the depressed geriatr pradrol hydrochloride 

t and is effective in relatively sma 


doses 


DOSAGE MERATRAN’ 6 mg. (six tablets 


divided doses daily ater reduced as re 


MERATRAN WiTH RESERPINE 
re 


fd soge 1 essent 
th jrug. (™ RAN’ + 
Geriatrics. One or two tablets a day , ERATRAN » 
ablished 
atter dose being divided 
MERATRAN WITH RESERPINE 
Ine tablet three times a day 


FORMULA: o 2-piperiay!) benzhydrot hy 
rid r hydrochlorid r 
Sewius aueeuin Meratran 


RIKER LABORATORIES LIMITED 


Cy 
Merrell 
ae LOUGHBOROUGH, LEICESTERSHIRE 
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Yes, this isa case (a) ex 3 i 
for Ichthopaste gf} - 


a See. 
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Ulceration of the leg with associated eczema . . . yes, this is a case for Ichthopaste ! 
But this is only one of the complete range of Smith & Nephew paste bandages 
available (on E.C.10) to the medical profession. The paste content of these 
bandages is particularly high, being four times the weight of their fabric base. 


Ich I it ypa i fems ZINC PASTE & ICHTHAMMOL BANDAGE B.P.C. 


This bandage contains 2% of Ichthammol. It is indicated for 
eczematous conditions associated with leg ulceration, particularly 
when the eczema is of the weeping type. The bandage never sets 
harder than its original spongy state which gives a resilient 
dressing. 








Viscopaste ZINC PASTE BANDAGE B.P.C, 











A zinc paste bandage which requires no preliminary heating and 
is ready for immediate use on removal of the waterproof wrapper. 
Viscopaste sets quickly, forming a thin shell and is indicated for 
eczematous conditions and also as a support for the leg following 
the removal of P.O.P. casts. 





| DLP AMsy : | ZINC PASTE & COAL TAR BANDAGE B.P.C. 


Made from light cotton fabric, evenly impregnated with a water 
miscible coal tar zinc oxide paste. Coltapaste is indicated for the 
dry, scaly, itching type of eczema associated with varicose 
conditions, infantile eczema and neurodermatoses. 





SMITH & NEPHEW LIMITED ($sW}) WELWYN GARDEN CITY -; 
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not only a strain 


but acne too 





Many young reople are too self-conscious to ask for advice 
about acne. A word in season—perhaps when they consult 
you about something else—may spare them acute discom- 


fort at a crucial age, and unsightly scarring in later life. 


ESKAMEL for acne 
@® Smith Kline & French 


represented by Menley & James, Limited, Coldharbour Lane, London S.E.5 
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always effective 


A problem with antibiotics is that resistant strains of micro-organisms tend to 
develop. Tyrothricin, the antibiotic in Tyrosolven does not have this drawback. 


Produced from strains of B. Brevis, Tyrothricin is always effective against a 
wide range of pathogenic bacteria —in fact no pathogenic organisms have 
been shown to become resistant to it. 

This quality, combined with the fact that patients do not become sensitized 
to Tyrothricin, ensures that it will remain a most effective oral antibiotic in 
cases of stomatitis, tonsillitis, and as a prophylactic against influenza and 
other throat infections 


f& Formula: Tyrothricin 1 mg., benzocaine 5 mg. 

*% Dose: One lozenge every hour till relief is obtained, then | lozenge 
every 3 hours. 

*% Packing: Packs of 20 lozenges. Dispensing bottles of 250 lozenges 
supplied to chemists at 15/-, excl. P.T. 


Tyrosolven 





WILLIAM R. WARNER & CO. LTD. POWER ROAD, LONDON, W.4 
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Unfortunately, the pursuit of the noble art is 
unthinkable amongst those with even the mildest rheumatic 
distress. But to the uncounted thousands who 
suffer from recurrent ‘ fibrositis,’ ALGrrAN Balm 
provides the counter-cross to pain. The in-fighting 
qualities of histamine and methyl nicotinate ensure 
penetration well below the skin, inducing an immediate 
capillary and arteriolar dilatation which adroitly 
sidestep the lunges of muscular rheumatism. 


ALGIPAN is available in 40 G. tubes. 


‘ALGIPAN’ Balm 


TRADE MARK 


Wieth 














TOHN WYETH & BROTHER LIMITED, Clifton House, Euston Road, London, N.W.1 
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A convenient form in 


which to administer Aluminium 
Hydroxide treatment 


@® DROXALIN tablets are ® DROXALIN enables 
smooth, pleasant-tasting and break Aluminium Hydroxide to be 
down easily in the mouth. They administered in an exceptionally 
are, therefore, completely accept- palatable form. 

able to the gastric patient. The 
tablets are individually and hygieni- 
cally sealed in sets of six. 
Professional samples available on request 


ACTIVE INGREDIENTS 
Aluminium Hydroxide 
Magnesium Trisilicate 















Sallels 


ACID ADSORBENT 


Prescribed on Form E.C.10 






Manufectured by SCOTT & TURNER LIMITED, ANDREWS HOUSE, NEWCASTLE-ON-TYNE 
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SPIRIN is still one of the most 

useful drugs in paediatrics. 

Standard 5 grain tablets are 
not easy to administer, and may 
cause dosage difficulty. Rasprin 
tablets have been introduced to meet 
the need for a safe, prescribable 
children’s aspirin. Each Rasprin 
tablet gives 1} grains of soluble 
calcium aspirin (equivalent to a 
quarter of a standard aspirin 
tablet), making dosage simple, even 
for infants. 







Mennfectured by 
E.G.H. LABS 
2o¥ casonaTontes LT) 


ancs 
peru STREET saronD > © 











y x ne ds 

N\ x 

Ss Beer 
re ‘e FoR pisPeN 

os LaF $OL Lub” 





Each 10 Rasprin tablets is packed in a plastic vial. 
The amount of aspirin in each container is therefore 
limited to a total of 12} grains, making accidental 
overdose impossible. Rasprin disintegrates in the 
mouth so quickly that there is no possibility of 
choking. 

Soluble 

Each Rasprin tablet contains calcium carbonate, 
which reacts with the aspirin to produce soluble 
calcium aspirin; together with citric acid, to start 
the reaction and ensure quick disintegration. 


Rasprin tablets have an inviting colour and a 
pleasant raspberry flavour which makes them very 
acceptable to young children. 


Economical 

Rasprin is distributed in special dispensing packings, 
and is free of Purchase Tax. The prescription price 
is 4d. per vial of 10 tablets. 

On Prescription Only 

Rasprin is not advertised to the lay public, and may 
be prescribed on Form E.C. 10. 
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Bacteriologically tested 
and specially designed f 


the prevention of 





droplet infection 


* Cestra Mask 


FOR SURGEONS AND NURSES 





After many bacteriological experiments 
this mask was designed to arrest all 
droplets from the mouth and nose, and 
so to prevent contamination during 


operation. The “ Cestra ™ Mask consists sterilised. 


Obtainable from Chemists and Medical Stores 
MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2105 London Office : King's Bourne House, 229/23! High Holborn, 
Tel. Holborn 6383 Manufacturers of all kinds of Surgical Dressings 


Lendon, W.C.! 





of four layers of fine dental gauze. Ic 
fastens securely under the chin, has an 
air gap at the sides, is comfortable to 
wear for long periods and may be easily 
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the finest method of 
encouraging normal evacuation 


Despite the innumerable laxatives 
introduced since Taxol—it still remains 
the treatment of choice amongst 
physicians for the. easy re-establishment of 
normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 
use after operation. 
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“ANCOLOXIN?’ 
TRADE MARK 
TABLETS 

Meclozine dihydrochloride 25 mg., 

plus pyridoxine hydrochloride 50 mg. 
“The use of a combination of control of symptoms was ob- 
meciozine dihydrochloride and tained in all cases, some of the 
pyridoxine (‘ancoloxin’ tablets) patients having previously failed 
in a series of cases of nausea and to respond to either antihista- 


vomiting of pregnancy is re- minic treatment alone or to 
ported. Rapid and effective pyridoxine alone.” 
(PRACTITIONER, 1956 (FuB.) 176, 201) 
DOSAGE: 2 tablets at night. Complete relief is 
usually obtained within five days. Basic 
N.H.S. cost of treatment—1/4 per day. 
Containers of 10 and $0 tablets. 
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